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The man who confines himself to surgery 
in the larger cities does not, in my opinion, 
carry the load of responsibility that the man 
in smaller cities carries. | say this because the 
man first mentioned invariably has 100% of 
his cases referred, and certainly with the pa- 
tient comes a diagnosis—these diagnoses are 
often, or at least a good percentage of them, 
incorrect. | say this with no idea of reflection 
because at best a 60° correct diagnosis is 
about the average that we may expect. The 
point, however, is that those of us who do 
surgery in smaller centers do not by any 
means have such a high percentage of referred 
cases; and under such circumstances there is 
the concern first of making a diagnosis, then 
proceeding with the further responsibility of 
an operation. ‘This combination wields a tre- 
mendous responsibility to be placed on any 
one man’s shoulders. 

Another point to be considered is the event 
of complications or death. That surgeon who 
had the burden of diagnosis partially shared 
by others should not and perhaps does not 
feel that he is wholly responsible for an un- 
expected and unpleasant result in a given case. 
On the other hand, the man who must or does 
assume the two responsibilities—diagnosis and 
necessary surgical procedure—feels the strain 
much more profoundly if he is honest. 

So, with some of us, we are not only sur- 
geons, but diagnosticians, therapists, investi- 
gators, and to some extent diplomats. At all 
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times, uppermost in our minds should be the 
immediate and future welfare of the patient. 

With this thought in mind, it occurred 
to me that we may obtain mutual help- 
fulness with a discussion of some of the 
frequent and daily occurrences of mistaken 
diagnosis of the so-called acute abdomen. Diag- 
nosis in cases with abdominal symptoms and 
signs is at times most difficult, because these 
manifestations may be associated with practi- 
cally every disease in medicine. 

Abdominal manifestations may be due to 
changes which are inflammatory, cardiovascular, 
respiratory, urogenital, .systemic, gastro-in- 
testinal, cerebrospinal, skeletal, muscular, en- 
docrin, allergic, lymphatic, and neoplastic. It 
would be impracticable for me to go into full 
detail in order to bring out all facts that are 
pertinent regarding the differential diagnosis 
in these various conditions. Therefore, let us 
deal with the more salient points as each con- 
dition is taken up. 


Inflammatory : 


Appendicitis is by far the most frequently 
encountered acute abdominal condition, con- 
stituting perhaps 75% of such lesions. Diseases 
of the gall bladder and bile ducts rank next, 
and following perhaps in order of frequency 
are genito-urinal lesions, gastric and duodenal 
disorders, diseases of the female genital system, 
intestinal obstruction, and acute pancreatitis. 

Despite its frequent occurrence, inflamma- 
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tion of the appendix may present symptoms to 
puzzle the most experienced ; and on the other 
hand, the constant thought of this common 
condition may result in its erroneous diag- 
nosis. Although urological and vesical lesions 
are probably more frequently overlooked, when 
an erroneous diagnosis of appendicitis is made 
appendicial lesions may present symptoms and 
signs definitely referable to the urinary tract. 
An inflamed appenidx lying close to the ureter 
may produce ureteritis with pain radiating to 
the penis and scrotum. Also, an acutely in- 
flamed pelvic appendix is likely to produce a 
cystitis with typical urinary symptoms. 

In a retroperitoneal position higher than 
its normal location a diseased appendix may 
produce abdominal findings which are indis- 
tinguishable from gall bladder diseases. Oc- 
casionally cases are seen in which, in spite of 
severe affection of appendix, there are few or 
no manifestations. Also, appendices are fre- 
quently unnecessarily removed. The fact that 
there are from eighteen to twenty thousand 
fatalities annually from acute appendicitis in- 
dicates that too littie importance is placed upon 
appendicular colic. 

In general, appendicial inflammations are 
easily confused with inflammations of the 
right Fallopian tube because of the proximity 
of the two organs. This is particularly true in 
25% of the cases in which the appendix oc- 
cupies the pelvic position. 

In cases with acute upper abdominal mani- 
festations there is considerable difficulty in dif- 
ferentiating between an acute cholecystitis, per- 
forated peptic ulcer, and acute pancreatitis. 
Most often it is impossible to make an ac- 
curate pre-operative diagnosis between these 
conditions, and as a matter of fact it is not 
entirely essential because the treatment in each 
instance is certainly that of an early operation, 
even though until lately delayed operation in 
acute cholecystitis has been considered prefer- 
able in the minds of some authors. 

Lower right abdominal quadrant pain, 
tenderness and rigidity can occur in ruptured 
peptic ulcer as a result of intraperitoneal gravi- 
tation of gastric contents into the right iliac 
fossa. The presence of blood in the pertitoneal 
cavity produces an acute irritation which is 
frequently difficult to distinguish from a bac- 
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terial peritonitis, particularly when elevation 
ef temperature develops in the reactionary 
period. Intraperitoneal inflammations and 
hematomas such as urinary infections and re- 
troperitoneal bleeding follow kidney rupture 
because they cause slanchnic irritation, pro- 
duce fever, abdominal pain and adynamic ileus, 
which are identical with the manifestations in 
peritonitis. 

In subcutaneous injuries to the abdomen 
with kidney rupture, because of the associated 
signs of ileus, it is frequently very difficult 
to eliminate pre-operatively the possibility of 
rupture of an intra-abdominal viscus. .Al- 
though unnecessary laparotomy is undesirable 
in such cases, the danger of overlooking an 
intraperitoneal lesion is too great to assume 
that none exists. It would be better to make a 
small exploratory incision which would not 
necessarily add materially to the risk. 

Clinical manifestations of acute appendicitis 
frequently occur in patients suffering from 
upper respiratory tract infections, especially 
tonsilitis and pharyngitis. These are undoubted- 
ly due to the invasion of the appendicular 
lymphatics by the same micro-organisms pro- 
ducing the acute tonsilitis. Whereas usually in 
both infections the disease process subsides 
spontaneously, and not too infrequently the 
lesion progresses in the appendix necessitating 
its removal. In such cases appendicitis has 
been know to appear almost in epidemic form. 


Cardiovascular: 


Coronary disease manifested by attacks of 
severe abdominal pain, nausea, vomiting, eleva- 
tion of temperature, and leukocytosis may be 
confused with upper abdominal lesions such 
as cholecystitis, perforated peptic ulcer, and 
pancreatitis. The hazard of an operation on 
a patient with coronary thrombosis is obvious. 
Therefore, every effort should be made to 
differentiate the two lesions. Whereas most of 
us are cognizant of the fact that coronary 
diseases can produce abdominal symptoms, too 
few of us realize that an acute abdominal lesion 
can produce symptoms of coronary disease. 
In such cases the evaluation of the symptoms 
and the correct diagnosis are particularly im- 
portant. Although it is dangerous to mistake 
coronary disease for an acute abdominal emer- 
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gency, it is much worse to consider a case with 
perforated peptic ulcer as being that of a 
coronary disease. 

Angina abdominis described by Lakin is an 
entity in which, as a result of sclerosis of the 
celiac and mesenteric arteries, there occurs a 
sudden rise in the arterial pressure with the 
production of unlocalized widespread abdomi- 
nal pain not accompanied by tenderness. ‘This 
pain can usually be relieved by the administra- 
tion of vasodilators such as amil nitrate and 
nitroglycerin. 

Abdominal aneurysm can produce abdomi- 
nal symptoms in a number of different ways: 
for instance, by mechanical pressure on con- 
tiguous viscera and nerves and by direct ex- 
tension or rupture of the aneurysm. Sclerosis 
of the abdominal vessels with subsequent 
thrombosis produces splenic infarction and 
mesenteric thrombosis, which in turn produce 
manifestations of an acute abdominal catas- 
trophe. Certainly most often the nature of the 
underlying lesion in such instances is not recog- 
nized until the abdomen is opened. In elderly 
individuals with evidence of arteriosclerosis 
elsewhere, one is justified in suspecting a 
similar intra-abdominal process complicated 
with thrombosis. Mesenteric thrombosis hos 
been observed in relatively young individuals. 
This is particularly true in young adults who 
have subjected themselves to prolonged bouts 
with alcoholic inhibition. 


Acute vascular occlusion of the mesenteric 
vessels can occur as a result of embolism. Ac- 
cording to Dunphy, the pain in such instances 
is the result of anoxemia of the intestinal mus- 
culature. It is constant and unassociated with 
tenderness and rigidity until peritonitis super- 
venes. Of diagnostic importance is the con- 
trast between the severity and persistance of 
the pain- and the paucity of physical findings. 
Spasms of the mesenteric vessels doubtless 
produce pain which is similar to that ex- 
perienced following occlusion of the vessels 
by a thrombus. The principal difference is 
that in thrombus the condition persists and is 
complicated by peritonitis, whereas the spas- 
modic condition of the mesenteric vessels sub- 
sides spontaneously. In a case, however, with 
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evidence of mesenteric occlusion one is not 
justified in delaying operation in order to de- 
termine pre-operatively whether the vascular 
occlusion is due to spasm or an organic lesion, 
hecause the complicating lesions—gangrene of 
the bowel, perforation, and peritonitis—offer 
such a prognosis that they should be prevented. 
Whereas an unnecessary operation is undesir- 
able in the case with functional vascular oc- 
clusions, it is far less dangerous than delay in 
the case of any organic mesenteric vascular 
obliteration. 


Respiratory: 


It is well know that pneumonia, particularly 
in infants and children, can simulate acute 
abdominal conditions. The diagnosis is dif- 
ficult in those cases in which the pulmonary 
lesion is centrally located and in which relative- 
lv few signs referable to the thorax can be 
demonstrated on physical examination. 

McClure is of the opinion that observation 
of the respiratory abdominal movement is of 
great importance in differentiating between 
pulmonary and abdominal lesions. He states 
that in seventy-nine percent of sixty-nine defi- 
nite cases of acute appendicitis the abdominal 
respiratory movement was definitely less than 
the thoracic movement, which is in contrast 
to the normal child in whom the amplitude of 
the abdominal curve is greater. 

In patients with respiratory lesion such as 
pneumonia, there is no restriction of the ad- 
dominal respiratory movements. In only one 
instance of six cases of pneumonia, of which 
five were lobar and one of the post-operative 
type, was there such restriction in McClure’s 
cases, although in all the cases there was ab- 
dominal tenderness and rigidity. 

Riesman emphasizes that although it is ex- 
tremely desirable to detect the pulmonary lesion 
in children, it is even more so in adults, be- 
cause children with pneumonia who have an 
appendectomy usually recover in spite of the 
trauma, whereas adults rarely survive. Today, 
with the relatively unerring results of X-ray, 
it is practically inexcusable for a patient to be 
subjected to an abdominal operation, when 
there is any question as to pulmonary condi- 
tions, particularly pneumonia. 
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Urogenital : 


Diseases of the kidneys and ureters fre- 
quently produce abdominal symptoms. The 
clinical manifestations of lesions in the upper 
part of the urinary tract resemble those of 
gastric ulcer, cholicystitis, etc.; whereas, those 
in the lower portion are often confused with 
appendicitis, intestinal obstruction, and sal- 
pingitis. Urinary tract disease may manifest 
itself only by symptoms referable to the gastro- 
intestinal tract; for instance, nausea, vomiting, 
anorexia, constipation, and occasionally diar- 
rhea. Because of renal stasis, there is inade- 
quate elimination of toxic products in the 
urine, resulting in gastro-intestinal manifesta- 
tions through the effort on the part of the body 
to rid itself of these waste productions by 
other means. Also, the sympathetic nerves 
supplying the kidneys and ureters are intimate- 
ly connected with the sympathetic nerve supply 
of the stomach and large and small intestines. 

In suppurative conditions of the urologic 
system, such as perinephritic and renal ab- 
scesses in proximity to the peritoneum, a 
localized peritonitis can occur as a result of 
contiguity of the inflammatory process. It 
has been shown that an acute seminal vesiculitis 
with beginning epididymitis is likely to be con- 
fused with acute appendicitis, unless one is 
mindful of the possibility of the genital lesion. 

The colicky pain associated with ureteral 
obstruction by pressure from without or with- 
in may be confused with appendicular colic be- 
cause of the location of the pain and _ the 
presence of tenderness. A ureteral stone on the 
right side is particularly likely to be mistaken 
for appendicitis. One gentleman of authority 
in this connection has sarcastically remarked 
that the presence of an appendectomy scar is 
an extremely frequent indication of the 
presence of a calculus in the right ureter. The 
point that | wish to bring out here with 
reference to ureteral calculi is that it is far 
better and much less embarrassing to X-ray, 
or even cystoscope, a questionable case before 
the operation rather than to have to resort to 
these means after the operation. 


Infections of the kidney with elevation of 
temperature, leukocytosis, and pain in the 
right side of the abdomen are particularly 
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likely to be confused with a suppurative ap- 
pendicitis. As a rule, careful examination of 
the urine would reveal the presence of the 
urinary infection. Generally, also, the elevation 
of the temperature is higher and the leukocy- 
tosis is greater in the case of pyelitis than in 
the case of appendicitis. It is unusual in an 
uncomplicated case of appendicitis for the 
temperature to rise higher than 102, and the 
leukocyte count be greater than 20,000 per cubic 
millimeter. 

Infections of the kidney pelvis may be diffi- 
cult to diagnose in those cases in which the 
ureter is plugged because of the absence of 
urinary findings. Similarly, perinephritic ab- 
scesses which do not communicate with the 
kidney pelvis show no urinary changes. Ab- 
dominal trauma resulting in an injury to a 
kidney not infrequently produces symptoms 
referable only to the abdomen, the only mani- 
festations are those of peritonitis resulting from 
peritoneal irritation and irritation of the re- 
troperitoneal sympathetic nerves. Nausea and 
vomiting, abdominal distension, and _ ileus 
usually occur, and although the diagnosis of 
ureteral rupture can be made fairly accurately, 
one can never definitely rule out the possibility 
of an intra-abdominal injury until an explora- 
tion has been done. A laparotomy done cor- 
rectly through a comparatively small opening 
is far preferable to watchful waiting in a case 
in which there is an associated intraperitoneal 
lesion. Occasionally distension of* the urinary 
bladder will produce marked abdominal pain 
which may be confused with intraperitoneal 
tumor. In a case with low abdominal tumor 
apparently arising out of and fixed to the 
pelvis, examination should always be done after 
catheterization in order to eliminate the possi- 
bility of bladder distension. 

In all acute abdominal lesions in the female 
it is essential to obtain a careful menstrual 
history in order not to overlook an ectopic 
gestation. Even after obtaining such a careful 
history, which may be misleading, one is likely 
to err. This is particularly true in cases in 
which, because of the escape of blood from the 
pelvis into the upper abdomen, the manifesta- 
tions at the time the patient is seen may be 
those of an upper abdominal lesion. Inflamma- 
tions of the appendix and right Fallopian tube 
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frequently produce similar symptoms and signs. 
The difficulty in the diagnosis arises because 
of the proximity of the two organs, and the 
similarity in the manifestations of the acute 
inflammatory processes occurring in them. Dif- 
ferentiating between these two processes is 
very essential, because acute salpingitis is best 
treated conservatively and nonoperatively, 
whereas the only treatment of acute appendi- 
citis is its immediate removal while the in- 
flammation is still confined to it. Smears from 
the urethra, Bartholin’s glands, Skene’s ducts, 
and the cervix are of great importance. If 
gonococci are found, the condition is most in- 
variably salpingitis. An ovarian cyst with a 
twisted pedicle may present symptoms of peri- 
tonitis or intestinal obstruction. 

Systemic: 

Systemic infections frequently begin with 
abdominal symptoms, these being probably the 
result of associated toxemia, as emphasized by 
Carnett. There occurs in such cases an acute 
parietal pain and tenderness. For instance, in 
a large number of cases of acute hematogenous 
osteomyelitis the first manifestations are fre- 
quently vomiting, leukocytosis and nausea. 

Cases of heavy metal poisoning may present 
symptoms apparently requiring immediate 
surgical intervention and relief. Fisher reports 
four cases of heavy metal poisoning with clini- 
cal manifestations of an acute abdominal lesion 
of which a diagnosis was not made until an 
autopsy. Metal poisoning may simulate very 
closely acute appendicitis, ruptured peptic ulcer, 
acute cholecystitis, kidney stones, coronary 
thrombosis, and acute gastro-enteritis. Im- 
portant differential diagnostic points are that 
the patient with metal poisoning has no eleva- 
tion of temperature and the abdomen is not 
distended. In such cases it would be well to 
study the vomitus, stools, urine, and the blood. 
In every individual with vague abdominal pain 
or colic, careful examination of the gums 
should be made in order to rule out the possi- 
bility of lead poisoning, particularly if the 
patient’s occupation is one that requires work 
with lead—in this way a needless operation 
may be avoided. 

Arachnoidism, particularly that caused by 
the bite of the black widow spider, is as- 
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sociated with symptoms which closely resemble 
an acute inflammatory process within the ad- 
domen. These symptoms consist of severe ad- 
dominal pain with marked muscle rigidity. The 
rigidity which is associated with abdominal 
tenderness is not limited to the abdomen, but 
also occurs in other parts of the body. An 
important differential aid would be the de- 
termination of whether or not an insect bite 
had occurred. Many patients suffering from 
arachnoiditis have been unnecessarily subjected 
to laparotomy, which could easily have been 
avoided by a careful history and physical 
examination. 

Other systemic conditions which occasional- 
ly give rise to abdominal manifestations are 
syphilis, measles, typhus fever, typhoid, un- 
dulant and parathyphoid fevers, septicemia, 
Banti’s disease, and hemolytic icterus. In each 
instance a careful physical examination and 
laboratory investigation usually will reveal the 
true cause of the manifestations. 

Other conditions demanding astute diagnosis 
and careful investigation are cerebro-spinal 
lesions, which frequently give rise to abdomi- 
nal symptoms which are confused with acute 
abdominal conditions. For instance, epidural 
abscess, intraponteal tumors, or tumors of the 
cerebellum. Even emotional upsets frequently 
offer symptoms which may appear to be close- 
ly allied with severe abdominal pain. The 
manifestations in cases of this kind differ from 
lesions of the abdominal viscera in that there 
is no relation to the digestive cycle, defecation, 
urination, menstruation, or bodily exertion. 
The location of the pain in the emotional in- 
dividual is also inconstant and migrates from 
one part of the abdomen to another. 

Because the gastric crises of tabes dorsalis 
are associated with severe abdominal pain, a 
diagnosis of visceral perforation is too fre- 
quently made and many laparotomies have 
been performed unnecessarily. Complete ex- 
aminaion of the patient, including blood Was- 
serman and spinal fluid, careful investigation 
of the pupillary and the tendon reflexes, facili- 
tates the making of a correct diagnosis. 

Herpes zoster produces severe abdominal 
pain; the pain often preceding the eruption 
by a number of days, making the differential 
diagnosis extremely difficult. It is likely to 


a 
y 
n 
ul 
or 
Pr 
i- 
le 
al 
‘ul 
ly 
in 
he 
ta- 
be 
na- 
ibe 


86 Tue JournaL oF THE SouTH MepicaL ASSOCIATION 


be mistaken for appendicitis, cholecystitis, and 
renal disease. 

In as much as 70% or more of all surgical 
conditions of the abdomen pertain to the ap- 
pendix, I should like briefly to discuss the 
handling of the perforated appendix. As is so 
often the case these appendices occur in indi- 
viduals who have been ill perhaps over a period 
of two or three days before admission to the 
hospital. Also in too many instances they have 
been given the rounds of laxatives by some 
members of the family. Many times I have 
felt the urge to place these cases under the 
Ochsner treatment but have never been able 
to convince myself that this is the proper thing 
to do regardless of the stage, once the diagnosis 
is definitely made. | think all of these advanced 
cases should be transfused if possible before 
operation and frequent small transfusions 
afterward as long as may seem necessary. 
Also a Levine tube is left in situ more or less 
indefinitely, certainly as long as it seems indi- 
cated. I think spinal anesthesia is the one of 
choice in these cases; of course for the reason 
that the field of vision is made so much more 
accessible. Also there is seldom the need of 


inserting abdominal pads, etc., which are very 
irritating to the intestines and which would 
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be necessary if inhalation anesthetic were given. 
If there is free pus in the peritoneal cavity a 
suction apparatus is in constant use. The ap- 
pendix is always removed and all visible free 
pus is completely evacuated with the suction 
apparatus. 

In the last several instances of appendicitis 
of this nature it has been my policy to spray 
the cavity with sulfathiazole crystals. The 
peritoneum is closed with interrupted sutures 
of 20-day-1 chromic catgut. The fascia is ligated 
very gently with 20-day-2 chromocized catgut. 
Interrupted silk-worm sutures are placed in 
the skin but not ligated before the 4th or 5th 
postoperative day. These patients are placed 
in a supine position for the first 4 hours post- 
operatively, after which they are placed in an 
exaggerated Fowler's position and constantly 
turned on the abdomen as well as to the sides. 
As soon as medicine can be retained, sulfa- 
thiazole is given in doses according to the age 
of the patient. | have handled some 8 or 10 
cases of advanced appendicitis along this line 
during the past year. None of these were 
drained, there were no deaths, and no one of 
these patients remained in the hospital more 


than 14 days. 


NEWS ITEMS 


Fine progress has been made in organizing 
the Chester County Emergency Medical De- 
fense Committee with Dr. W. J. Henry in full 
charge, and with three assistants: Dr. J. B. 
Floyd in Great Falls, S. C.; Dr. J. N. Gaston, 
Sr. in Lando, S$. C.; and Dr. V. P. Patterson 
in Chester, S. C. 


Dr. F. S. Chance, who has betn practicing 
in Chester since May, 1937, was called to duty 
in the U. S. Navy and is now stationed at the 
Charleston Navy Yard. He was a graduate of 
the Georgia Medical School and interned at 
the Henry Ford Hospital in Detroit. He was 
accompanied to Charleston by his wife and 
three small children. 


The office of Dr. G. A. Hennies was com- 
pletely destroyed by the big Chester fire on 
Friday, January 16th. He is temporarily 
located in the Pryor Hospital with Dr. V. P. 
Patterson. 


Dr. William Weston, Sr. of Columbia was 
the recipient of a silver platter and _ scroll 
presented by the Columbia Medical Society, 
at a special program during the regular meet- 
ing on March 19th. Dr. J. W. Jervey, Sr. of 
Greenville, a classmate and life long friend of 
Dr. Weston, paid a glowing tribute in which 
he extrolled Dr. Weston as a scientist, a prac- 
ticing physician and a gentleman. The platter 
and scroll were presented by Dr. \W. R. Barron 
of Columbia. 
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Gonorrhea In The Female 


RowLanp F. ZeiGier, Jr., M.D. 
Seneca, S. C. 


In women, gonorrhea is usually more wide- 
spread and far more serious than in men, 
because of the relationship and complexity of 
the female genitourinary structures. It may 
be either acute or subacute at the onset but is 
especially characterized by its chronic compli- 
eations. 

Gonorrheal infection in women 
direct contact with an infected male practical- 
ly always, because the labia and vulvar hair 
protect the adult genital tract against contami- 
nation from the much maligned towels, toilet 
seats and bath tubs. The sensitivity of the 
gonococcus to light and heat also lends im- 
probability to indirect transmission. 

There is no natural immunity to gonorrheal 
infection, nor does one attack protect the in- 
dividual against subsequent infection. Varia- 
tions in degree of susceptibility, however, may 
be commonly observed. Gonorrhea is more 
readily communicable in the acute stage of 
the disease, but may be transmitted in the 
chronic stage. even after months of latency. 

The period of incubation, before manifesta- 
tion of symptoms is necessarily variable, but 
is usually from 3 to 12 days, the shorter period 
being more common when the contraction is 
from an acute infection. Due to the density of 
covering of the adult external genitalia, we 
find the pathological changes limited to certain 
definite areas—the urethra and its tubules, 
Bartholin’s ducts and glands, and the cervix. 
Usually the urethra is first invaded by the 
gonococci, causing an ulceration of the mucosa 
and the necessary reaction within the sub- 
mucosa which consists of cellular infiltration 
and consequent thickening of this area. This 
causes a bulging of the mucosa which is to be 
seen at the external urinary meatus in the form 
of a “pouting.” There is marked hyperemia 
of the part. Coincident with the urethral in- 
fection, there is invasion of Skene’s tubules 
in the floor of the urethra with the same patho- 
logical process taking place. The ducts of the 
vulvovaginal or Bartholin’s glands are infected, 
resulting in a blocking of the ducts from edema. 


is due to 


Manifestations then take place in the gland 
itself by secondary invaders. There may be 
abscess formation of the gland, or as a result 
of destruction of glandular elements in time, 
and a replacement by scar tissue formation, 
a cicatricial nodule may replace the gland. Or, 
there may be a stricture of Bartholin’s ducts 
without destruction ot glandular elements, re- 
sulting in cyst formation, since the gland is a 
secreting structure. Infection of the glands 
of the cervix produces essentially the same 
picture, and in time the gonococci are replaced 
by secondary organisms, and fibrous _ tissue 
formation. Some say that the endocervix is 
the most frequent site of gonococcal infection 
in the female. The infection is usually harbored 
longest here and in Skene’s ducts and glands. 

In the adult, there are practically never any 
pathological changes in the vagina from gonor- 
rhea because of the epithelial thickness and 
the absence of glands. Verruca acuminata may 
be seen on the external genitalia, however, as 
the result of a chronic gonorrheal discharge. 

In children there is only a delicate mucous 
membrane lining the vulva and vagina which 
has no resistance to gonorrheal infection, so 
the ulceration involves not only the urethral 
and cervical canals, but the entire mucosa of 
the labia minora, vestibule, and vagina. Con- 
sequently, there is a more pronounced sub- 
mucosal reaction resulting in extensive edema 
and hyperemia of the entire external genital 
tract. As an aftermath, there may be a com- 
plete obliteration of the vagina from adhesions. 

As for the symptoms and signs of gonorrhea 
of the external generative organs, there are 
doubtless many cases in which there are prac- 
tically no subjective symptoms present, especial- 
ly in those women infected from a chronic 
male. Here the only sign may be a cervical 
discharge. In the typical case, however, there 
is first urinary urgency, frequency, and burn- 
ing, followed in 24 to 48 hours by exaggeration 
of these symptoms and the appearance about 
the vulva of a mucopurulent exudate with 
burning and itching. Examination reveals a 
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redness and bulging of the urinary meatus with 
a creamy exudate escaping from the urethra. 
In a few days, inspection of the cervix shows 
a profuse mucopurulent exudate at the external 
os which is very tenaceous and _ contains 
stringy mucoid tendrils from the cervical 
glands. The cervix is swollen and the mucosa 
ofthe canal is visible at the orifice. This is 
an acute gonorrhea, and a careful smear from 
the urethra or cervix and a simple stain will 
readily prove it under the microscope; the 
gram negative, coffee-bean diplococci will ap- 
pear intra and extracellular. In the chronic 
stages the picture is different, but the locations 
are the same. The external meatus still bulges, 
the mouths of Skene’s tubules are visible, and 
often a slight pressure or milking beneath 
the urethra will express a small purulent drop- 
let from Skene’s ducts. Bartholin’s glands may 
be abscessed, cicatricial or cystic, and _ the 
cervix will show a_ yellowish mucopurulent 
discharge with reddening and probably erosion. 

In children, gonorrhea may be contracted 
indirectly with unclean towels or tubs and in- 
fected enema tips or thermometers; or it may 
be contracted as a result of childish sexual 
curiosity and experimentation. Usually there 
is an infected careless parent in the home. A 
child with gonorrheal vulvovaginitis presents 
an extensive redness and enormous swelling 
of the visible genitalia with a purulent exudate 
covering the entire surface. With this, there 
is marked pain, tenderness, fever, and toxemia. 
Chronicity of gonorrhea in the child without 
proper treatment is quite a problem because 
of the many areas involved—each being a 
focus to eradicate. 


Treatment 


First, the adult patient should be warned 
about the infectiousness of her misfortune and 
taught the importance of simple personal 
hygiene in order to prevent infection being 
spread not only to other people but to the 
eyes. The patient should be put at absolute 
bed rest for at least two weeks. This is one 
of the best ways to prevent salpingitis. No 
enemata are permitted as there is danger of 
carrying infection to the rectal mucosa. The 
instillation of chemicals into the urethra or 
vagina during the acute stage of gonorrhea is 
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not only worthless, but dangerous. The in- 
fection may be pushed up to the bladder pro- 
ducing trigonitis, or bruising of the mucous 
membrane may result in deeper implantation 
of the gonococci. Forceful douching may force 
infection through the internal os and hasten 
salpingitis. Gentle saline or soap and water 
irrigations may be allowed, but simple local 
sponging is probably safer. Necessarily, coitus 
should be prohibited. Diets should be light 
with an abundance of fluids, and all condiments 
and alcoholic beverages should be forbidden. 
Today, with the appearance of the sulfonamide 
drugs, we have new and powerful weapons 
with which to fight this all too common 
disease. At present, sulfathiozole is the drug 
of choice. This should be given immediately 
on diagnosis, and the daily dose should be 
approximately equivalent to one half grain 
per pound of body weight. The average adult 
should have 15 grains four times daily for five 
days or longer. Fletcher? and his workers 
recommend repeating this course during the 
following menstrual period because observa- 
tions of some have suggested that menstruation 
may be responsible for an exacerbation of the 
infection. There is apparently no contraindi- 
cation to the use of urinary alkalinizing agents 
or Lafayette’s mixture for symptomatic relief 
from the urinary distress, along with sulfa- 
thiozole. Gonorrheal vulvovaginitis in children 
is also treated now with sulfathiozole. The 
suggested dosage is one half grain per pound 
of body weight per day with a maximum of 30 
grains per day, for 7 to 10 days. Treatment 
with estrogenic substances has proven disap- 
pointing in affecting a bacteriological cure. The 
child should be isolated, but to bed and the 
affected parts covered at all times by a dressing 
of gauze or cotton, saturated with normal saline. 
Copious amounts of warm solutions may be 
poured over the parts to mechanically carry 
away exudate, but again no strong chemicals 
are used. After the acute stage has subsided. 
some of the silver salts may be instilled into 
the vagina every day. It is of primary im- 
portance in these little girls to prevent after 
adhesions and contractures of the vagina. This 
may be accomplished by gently packing the 
vagina with vaselinized gauze or boric acid or 
mercurochrome ointment to prevent the abrad- 
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ed vaginal walls from adhering. Perhaps the 
new sulfathiozole ointment might prove of 
more benefit here. We are hoping, however, 
that early oral sulfathiozole therapy will elimi- 
nate much of these after effects and treatments. 

The treatment of chronic gonorrhea in the 
adult is also sulfathiozole, but local measures 
may be indicated. Chronic endocervicitis re- 
sponds little to chemical applications, but may 
be cured by linear cauterization with a fine 
cautery. This is an office procedure and practi- 
cally painless. In extreme cases, a coring out 
of the cervix may be necessary to remove the 
endocervical glands. Urethral strictures must 
necessarily be dilated. Chronic infection in 
Skene’s glands may be treated by injecting 
argyrol or 10 per cent silver nitrate with a 
blunt point needle. When this treatment fails, 
the ducts are best slit open over a probe and 
destroyed by the actual cautery, or the gland 
may be dissected out. A Bartholin gland ab- 
scess requires incision and drainage and _per- 
haps later surgical excision. A Bartholin cyst 
or cicatrix must be surgically removed. 


Gonorrhea of the Internal Organs of 
Generation 


In the majority of cases, internal organ in- 
fection does not take place coincident with ex- 
ternal infection. There may be no signs or 
symptoms of salpingitis for weeks to months 
after external infection. This depends much 
on the care of the patient during an external 
gonorrhea. The cervix is contracted at the in- 
ternal os and frequently has a plug of mucus 
there which would tend to prevent upward 
spread. Just after menstruation is the most 
likely time for upward extension because the 
cervix is softened, the canal patulent, and 
there is a more suitable medium for growth of 
the organisms. Therefore, we often see symp- 
toms of tubal infection within a few days after 
menstruation. The gonococci reach the tubes 
by direct extension through the uterus, but 
there is practically no inflammation of the 
lining of the uterus. For some reason, the 
endometrium is resistent to the gonococcus. 
When the infection arrives at the tubes, a 
similar process is set up to that of gonorrhea in 
the urethra. Usually bilateral infection occurs 
at the same time. In the mildest form, the 
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inflammation is not severe enough to cause a 
sticking together of the lining of the tubes. 
This is catarrhal salpingitis, and recovery may 
be complete, the lumen being left patent so 
that a pregnancy might occur. In severe ulcera- | 
tion there is frequently an agglutination of 
the fimbriated ends or the walls of the lumen, 
resulting in a sacculation of the tube. Purulent 
material confined in this type tube constitutes 
a pyosalpinx, or the commonly called “pus 
tubes.” (1 recently operated on a_ typical 
bilateral pyosalpinx just two months post- 
partum). Changes in the submucosa and mus- 
cularis, with fibrosis, result in a_ thickening 
and twisting of the tube, the result being 
chronic suppurative salpingitis. The cilia in the 
tubes are destroyed and strictures and diverti- 
cula may be produced in the lumen. If the 
fimbriated end of the tube is open in such 
cases, ectopic pregnancy is a likely sequel. In 
many instances, a secondary infection, prob- 
ably blood borne, displaces the gonococci. In 
other cases, after the acute infection, the 
epithelial cells may continue to pour out an 
exudate. The clear exudate stretches the tube 
and thins out its walls. This is hydrosalpinx, 
and it usually follows a mild reaction coupled 
with sealing off of the tube. In the purulent 
types of salpingitis, before the end of the tube 
seals off, there may be a dripping of pus into 
the pouch of Douglas (pelvic peritoneum). 
This causes a peritoneal reaction, its later 
organization resulting in adhesions. Intestines 
and adnexa may all become matted together as 
a result of this localized peritonitis. There may 
he little pockets of pus or clear fluid sealed off 
in this mass. The spilled infection at times is 
so severe that it does not subside and there is 
a frank abscess formation in the cul-de-sac. 
Salpingitis isthmica nodosa is a typical chronic 
salpingitis with small fibroid-like nodules 
scattered along the tubes and at the cornua of 
the uterus. To leave such a cornual nodule at 
surgery is to leave a focus of infection, 

The ovary does not become infected from 
gonorrheal salpingitis unless there are breaks 
in its surface, but organization of exudate on 
the surface of the ovary may prevent ovulation. 
Often during the course of salpingitis, the 
fimbriated end of the tube becomes adhered 
to the ovary. If ovulation occurs here now, 


+ 
| 
| 
) 
e 
e 
e. 
ry 
Is 
cl. 
to 
m- 
ter 4 
his 
the 
or 
acd- 


Tue JourNAL oF THE SouTH CAROLINA MeEpIcAL ASSOCIATION 


March, 1942 


SOCIETY REPORTS 


Medical Society of South Carolina. At 
27th, Dr. W. HL. 
on Thyroid. 


the meeting on January 
Prioleau 
ectomy for Intrathoracie Goiter with Parti- 


presented a paper 
cular Reference to the Maintenance of the 
Airway. Dr. Mareus FE 
membership in the Society. 


Cox was elected to 
The Society 
passed a resolution expressing disapproval 
of the bill with reference to optometrists 
which has been introduced into the Legis- 
lature. 

On February 10th the Society has the 
unusual privilege of hearing Lieutenant- 
Commander R. L. Kennedy, Royal Naval 
Reserves, who spoke on the subject of 
‘*Shock’’ in connection with his own ex- 
periences during the present war. In ad- 
dition to Dr. Kennedy, the Society had the 
pleasure of having as guests Dr. Robertson 
of the Royal Naval Reserves and other 
Medical Officers of the Navy and Army. 


Anderson County Medical Society. At 
the February meeting Dr. Allen C. Bradham 
of Anderson presented a paper on Pre-opera- 
tive and Post-operative Treatment of 
Prostatism. Dr. Mason Young of Anderson 
was elected to membership. 


Oconee County Medical Society. At the 
February meeting Dr. J. Warren White of 
Greenville presented a discussion of Manage- 
ment and Care of Common Fractures, with 
moving pictures. 


Spartanburg County Medical Society. At 
the January meeting Dr. George McCutchen, 
Columbia, spoke on the Management of 
Fresh Facial Injuries and Dr. Frank Cole- 
man, Columbia, on Chest Injuries. 


Kershaw County Medical Society. Dr. 
A. W. Humphries presented a paper on The 
Epidemiology of Typus Fever at the 
February meeting. 


Florence County Medical Society. At the 
February meeting Dr. L. B. Salters pre- 


sented a paper on Influenza. Dr. E. M. Hicks 
discussed The Use of Sulmonamides in Res- 
. T. Finklea 


discussed Urinary Antisepties 


Columbia Medical Society. I)r. A. Bruce 
Gill, Professor of Orthopedie Surgery at the 
University of Pennsylvania Medical Sehool, 


piratory Infections and Dr 


was the guest speaker and presented an 
excellent paper on The Etiology the 
Treatment of Chronic Backache, With 
Particular Reference to the Effeet of 
Postural Defects. Dr. George H. Bunch also 
spoke on Post-operative Tetanus. A large 
number of visiting physicians, particularly 
surgeons, were in attendance. 


Tri-State Medical Association. With the 
local medical society as hosts Greenville 
entertained the Tri-State Medical Associa- 
tion. The meeting was well attended and 
the papers of a high quality. 


With the usefulness of Sulfadiazine growing 
rapidly, it was felt that a booklet containing ab- 
stracts of significant recent articles would be of 
real convenience to physicians and others working 
with this important Sulfa drug. Accordingly, 
Lederle Laboratories, Inc., New York, N. Y. have 
recently made available a 64-page booklet, “Ab- 
stracts Selected from Published Articles on Sul- 
fadiazine.” 


ESTES SURGICAL 


SUPPLY COMPANY 
Phone WAlnut 1700-1701 


56 Auburn Avenue 


ATLANTA, GA. 


INFANT NUTRITION 


Marriott and Jeans, 3rd Edition 
C. V. Mosby Co., St. Louis 


This is the third edition of a book which has 
been accepted as a standard in its field for more 
than a decack 

Although the feeding of infants and children is 
on a far saner and safer basis today than it was 
ten or twenty years ago, there is still much confusion 
and misunderstanding with regard to the nutritional 
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requirements and necessities of the child or baby 
and it is the purpose of this book as pointed out by 
the original author, “to summarize present-day 
knowielge con erming the nutritional requirements 
of infants under normal and pathological cond:- 
tions and to indicate the effects of failure to meet 
any or all of these requirements.” 

This volume should have a particular appeal for the 
man in general practice who devotes much of his 
time to the care of children. Here, within the 
bounds of one volume, he will find the information 
which he needs for the nutritional care of his little 
patients. It certainly should be a required book in 
the library of any young physician who is starting 
into practice. 


NEWS ITEMS 


Dr. J. P. Booker, Walhalla, S$. C., recently 
reported for duty at Camp Gordon. 


Dr. Charles N. Wyatt formerly of Green- 
ville, has been promoted to the grade of Major 
in the U. S. Army Medical Corps. 


Dr. W. P. Warner, Greenville, S. C., has 
Leen certified by the American Board of 
Orthopedic Surgery. 


Dr. Jesse Gordon Seastrunk of Columbia 
has been elected an associate member of the 
American College of Chest Physicians. 


Dr. F. P. Gaston, Rock Hill, S. C., reported 
for duty in the U. S. Army February 23, at 
Panama City, Florida. 


Dr. D. L. Smith, Jr. of Spartanburg, has 
recently been called into service and is stationed 
at Stark Hospital, Charleston, S. C. 


Dr. Lamar Lee, Florence, S. C., has recently 
been called into service and is stationed at 
McDill Field, Tampa, Fla. 


Dr. Robert E. Seibels of Columbia, attended 
the South Atlantic Association of Obstet- 
ricians and Gynecologists held in Atlanta, 
February 6th and 7th. 


Dr. and Mrs. Isaac Jenkins Mikell of 
Columbia are being congratulated on the birth 
of a son, Isaac Jenkins Mikell, Jr., on January 
30th, 1942. 


Dr. Wilburn E. Saye has opened offices in 
Columlia. His practice will be limited to in- 
ternal medicine with special attention to 
neurology and psychiatry. 


Dr. John G. Feder, a former member of 
the Greenville County Medical Society, who 
has been stationed at the Naval Base at Guam, 
has been captured by the Japanese and is held 
a prisoner near Tokyo. Mrs. Feder is now in 
Atlanta. 


At a recent meeting of the Medical Society 
of South Carolina, Charleston, S. C., Dr. 
Marcus EK. Cox of the Medical College Faculty, 
was clected a member of the Society. 
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WOMAN’S 4 


SOUTH CAROLINA ME 


President 
Mrs. Richard M. Pollitzer 
Greenville, S. C. 


Publicity Secretary 
Mrs. W. H. Lyday 
Greenville, S. C. 


Notice to the State Officers, Standing Com- 
mittee Chairmen, and County Presidents. 

The fiscal year of the national organization 
ends March 3lst. In order that national of- 
ficers and chairmen may make their reports 
on time it will be necessary for all state of- 
ficers and chairmen to report to their respec- 
tive national officers and chairmen by March 
15th. 

State officers, chairmen of committees and 
county presidents are requested to send a copy 
of their annual report to the State President, 
Mrs. R. M. Pollitzer, Greenville, S. C., be- 
fore March 10th, 1942, in order that all 
activities of the auxiliaries may be incorporated 
in the president’s report, which must be in 


the hands of the national president by March 
15th. 


Notes from the Woman’s Auxiliary 
Historian 

Projects of the State Historian this year 
are—County Auxiliary Histories; the Straight 
Trophy contest; and the Doctors’ biographies. 

The County Auxiliary historians are urged 
to bring their histories up to date, and send 
them in by the first of May. 

(Quite a bit of interest is being shown in the 
Straight Historial trophy, which is being given 
this year to the Auxiliary presenting the best 
paper on a historical subject concerning medi- 
c:ne in that particular locality. 

For a number of years the State Historian 
of the Woman’s Auxiliary has kept a file of 


biographies of deceased South Carolina physi- 
cians, going back as far as memory in the 
communities served. This year we wish to 
stress these biographies. They will have historic 
interest, and be a well-deserved tribute to our 
former physicians. The Historian of each 
Auxiliary carries on this work, and we would 
ask for her the cooperation of the Doctors in 
gathering the biographies. It is especially in- 
teresting to have written up the lives of some 
real old-time “horse and buggy” Doctors. In 


‘counties where Auxiliaries are not formed, 


this work is not being done, and it is regrettable 
that the many splendid physicians there will 
not be written up in our history. Cannot the 
practicing physicians in these counties secure 
these biographies and send them to the State 
historian? We're counting on your help, 
Doctor ! 

Mrs. W. H. Powe, 

State Historian 

Woman’s Auxiliary. 
Feb. 13, 1942 
Greenville, S. C. 


Bulletin No. 1 


Hadden Hall will be the headquarters for 
the Annual Meeting of the Woman’s Auxiliary 
to the American Medical Association, which 
will be held in Atlantic City, New Jersey, 
June 8-12, 1942. 

Requests for reservations should be sent 
immediately to Hadden Hall, Atlantic City, 
New Jersey. 


Any Physician May Exhibit “When Bobby Goes 
to School” To The Public 

Under the rules laid down by the American 
Academy of Pediatrics, their new educational-to-the 
public film “When Bobby Goes to School” may be 
exhibited to the public by any licensed physician 
in the United States. _ 

All that is required is that he obtain the endorse- 
ment by any officer of his county medical society. 
Endorsement blanks for this purpose may be ob- 
tained on application to the distributor, Mead 


Johnson & Company, Evansville, Indiana. 

Such endorsement, however, is not required for 
showings by licensed physicians to medical groups 
for the purpose of familiarizing them with the mes- 
sage of the film. 

“When Bobby Goes to School” is a 16-mm. sound 
film, free from advertising, dealing with the health 
appraisal of the school child, and may be borrowed 
by physicians without charge or obligation on ap- 
plication to the distributor, Mead Johnson & Com- 
pany, Evansville, Indiana. 
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HIS FIRST CEREAL FEEDING 


¥ is a fortunate provision of Nature that at the time the infant is ready to receive the nutri- 
tional benefits of cereal, his taste is unspoiled by sweets, pastry, condiments, tobacco, alcohol 
and other things to which adult palates and constitutions have become conditioned. 

Many a parent, with limited knowledge of nutrition, attempts to do the baby’s tasting for him. 
Partial to sweets, the mother sweetens her child’s cereal. Dis- 
liking cod liver oil, she wrinkles her nose and sighs: “Poor 
child, to have to take such awful stuff!” The child is quick to 
learn by example, and soon may become poor indeed—in nutri- 
tion, as well as in mental habits and psychological adjustment. 

Appreciating the importance and difficulties of the physician’s 
problem in establishing and maintaining good eating habits, 


The baby’s first solid food always excites the parent’s in- 
terest. Will he cry? Will he spit it up? Will he try to 
swallow the spoon? Far more important than the child’s 
“eute” reactions is the fact that figuratively and physio- 
logically this little fellow is just beginning to eat like a man. 


Mead Johnson & Company 
continue to supply Pablum 
in its natural form. No 
sugar is added. There is 
no corresponding dilution 
of the present protein, 
mineral and vitamin con- 
tent of Pablum. Is this 
not worth while? 
Pablum consists of wheatmeal 
(farina), outmeal, wheat em- 
bryo, cornmeal, beef bone, 
alfalfa leaf, brewers’ yeast, 
sodium chloride, and reduced 


iron. 


MEAD JOHNSON & CO., 
Evansville, Indiana, U. S. A. 
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LET’S GO! DOUBLE TIME 


@ The Army’s carefully planned routine soon enables 
the rookie to put in a full day at “double time” with- 
out ill effects. But for the civilian “double time” 
living often results in faulty health habits which you 
W as a physician are called upon to correct. 


When constipation exists consider the advantages 
of Petrogalar®* as an aid in the restoration of normal 
bowel movement. Its pleasant taste and gentle, con- 
sistent action are acceptable to even the “fussiest” 
patients. 


Petrogalar is available in five different types to 
afford a choice of medication best suited to the 
individual patient. 


FOR THE TREATMENT OF CONSTIPATION 


Petrogalar 


*Req. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure 
mineral oil each 100 ce. of which contains 65 cc. pure mineral oil 
ded in an aq jelly taining agar and acacia, 


Petrogalar Laboratories, Inc. * 8134 McCormick Boulevard + Chicago, Illinois 


Entered as second-class matter February 9, 1916, at the post office at Greenville, South Carolina, under Act of Mar. 3, 1879. 
Accepted for mailing at special rate of postage provided for in Sec. 1103 Act of October 3, 1917, authorized Aug. 2, 1918. 
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Surgical Difficulties With Special Reference 


To Small Town Surgeons 


Cart A. WEst 
Campen, S. C. 


The man who confines himself to surgery 
in the larger cities does not, in my opinion, 
carry the load of responsibility that the man 
in smaller cities carries. | say this because the 
man first mentioned invariably has 100% of 
his cases referred, and certainly with the pa- 
tient comes a diagnosis—these diagnoses are 
often, or at least a good percentage of them, 
incorrect. I say this with no idea of reflection 
because at best a 60% correct diagnosis is 
about the average that we may expect. The 
point, however, is that those of us who do 
surgery in smaller centers do not by any 
means have such a high percentage of referred 
cases; and under such circumstances there is 
the concern first of making a diagnosis, then 
proceeding with the further responsibility of 
an operation. ‘This combination wields a tre- 
mendous responsibility to be placed on any 
one man’s shoulders. 

Another point to be considered is the event 
of complications or death. That surgeon who 
had the burden of diagnosis partially shared 
by others should not and perhaps does not 
feel that he is wholly responsible for an un- 
expected and unpleasant result in a given case. 
On the other hand, the man who must or does 
assume the two responsibilities—diagnosis and 
necessary surgical procedure—feels the strain 
much more profoundly if he is honest. 

So, with some of us, we are not only sur- 
geons, but diagnosticians, therapists, investi- 
gators, and to some extent diplomats. At all 


times, uppermost in our minds should be the 
immediate and future welfare of the patient. 

With this thought in mind, it occurred 
to me that we may obtain mutual help- 
fulness with a discussion of some of the 
frequent and daily occurrences of mistaken 
diagnosis of the so-called acute abdomen. Diag- 
nosis in cases with abdominal symptoms and 
signs is at times most difficult, because these 
manifestations may be associated with practi- 
cally every disease in medicine. 

Abdominal manifestations may be due to 
changes which are inflammatory, cardiovascular, 
respiratory, urogenital, systemic, gastro-in- 
testinal, cerebrospinal, skeletal, muscular, en- 
docrin, allergic, lymphatic, and neoplastic. It 
would be impracticable for me to go into full 
detail in order to bring out all facts that are 
pertinent regarding the differential diagnosis 
in these various conditions. ‘Therefore, let us 
deal with the more salient points as each con- 
dition is taken up. 


Inflammatory : 


Appendicitis is by far the most frequently 
encountered acute abdominal condition, con- 
stituting perhaps 75% of such lesions. Diseases 
of the gall bladder and bile ducts rank next, 
and followmg perhaps in order of frequency 
are genito-urinal lesions, gastric and duodenal 
disorders, diseases of the female genital system, 
intestinal obstruction, and acute pancreatitis. 

Despite its frequent occurrence, inflamma- 
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tion of the appendix may present symptoms to 
puzzle the most experienced ; and on the other 
hand, the constant thought of this common 
condition may result in its erroneous diag- 
nosis. Although urological and vesical lesions 
are probably more frequently overlooked, when 
an erroneous diagnosis of appendicitis is made 
appendicial lesions may present symptoms and 
signs definitely referable to the urinary tract. 
An inflamed appenidx lying close to the ureter 
may produce ureteritis with pain radiating to 
the penis and scrotum. Also, an acutely in- 
flamed pelvic appendix is likely to produce a 
cystitis with typical urinary symptoms. 

In a retroperitoneal position higher than 
its normal location a diseased appendix may 
produce abdominal findings which are indis- 
tinguishable from gall bladder diseases.  Oc- 
casionally cases are seen in which, in spite of 
severe affection of appendix, there are few or 
no manifestations. Also, appendices are fre- 
quently unnecessarily removed. The fact that 
there are from eighteen to twenty thousand 
fatalities annually from acute appendicitis in- 
dicates that too little importance is placed upon 
appendicular colic. 

In general, appendicial inflammations are 
easily confused with inflammations of — the 
right Fallopian tube because of the proximity 
of the two organs. This is particularly true in 
25% of the cases in which the appendix oc- 
cupies the pelvic position. 

In cases with acute upper abdominal mani- 
festations there is considerable difficulty in dif- 
ferentiating between an acute cholecystitis, per- 
forated peptic ulcer, and acute pancreatitis. 
Most often it is impossible to make an ac- 


‘curate pre-operative diagnosis between these 


conditions, and as a matter of fact it is not 
entirely essential because the treatment in each 
instance is certainly that of an early operation, 
even though until lately delayed operation in 
acute cholecystitis has been considered prefer- 
able in the minds of some authors. 

Lower right abdominal quadrant — pain, 
tenderness and rigidity can occur in ruptured 
peptic ulcer as a result of intraperitoneal gravi- 
tation of gastric contents into the right iliac 
fossa. The presence of blood in the pertitoneal 
cavity produces an acute irritation which is 
frequently difficult to distinguish from a bac- 


terial peritonitis, particularly when elevation 
ef temperature develops in the reactionary 
period. Intraperitoneal inflammations — and 
hematomas such as urinary infections and re- 
troperitoneal bleeding follow kidney rupture 
because they cause slanchnic irritation, pro- 
duce fever, abdominal pain and adynamic ileus, 
which are identical with the manifestations in 
peritonitis, 

In subcutaneous injuries to the abdomen 
with kidney rupture, because of the associated 
signs of ileus, it is frequently very difficult 
to eliminate pre-operatively the possibility of 
rupture of intra-abdominal viscus. 
though unnecessary laparotomy is undesirable 
in such cases, the danger of overlooking an 
intraperitoneal lesion is too great to assume 
that none exists. It would be better to make a 
small exploratory incision which would not 
necessarily add materially to the risk. 

Clinical manifestations of acute appendicitis 
frequently occur in patients suffering from 
upper respiratory tract infections, especially 
tonsilitis and pharyngitis. These are undoubted- 
ly due to the invasion of the appendicular 
lymphatics by the same micro-organisms pro- 
ducing the acute tonsilitis. Whereas usually in 
both infections the disease process subsides 
spontaneously, and not too infrequently the 
lesion progresses in the appendix necessitating 
its removal. In such cases appendicitis has 
heen know to appear almost in epidemic form. 


Cardiovascular: 


Coronary disease manifested by attacks of 
severe abdominal pain, nausea, vomiting, eleva- 
tion of temperature, and leukocytosis may be 
confused with upper abdominal lesions such 
as cholecystitis, perforated peptic ulcer, and 
pancreatitis. The hazard of an operation on 
a patient with coronary thrombosis is obvious. 
Therefore, every effort should be made to 
differentiate the two lesions. Whereas most of 
us are cognizant of the fact that coronary 
diseases can produce abdominal symptoms, too 
few of us realize that an acute abdominal lesion 
can produce symptoms of coronary disease. 
In such cases the evaluation of the symptoms 
and the correct diagnosis are particularly im- 
portant. Although it is dangerous to mistake 
coronary disease for an acute abdominal emer- 
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gency, it is much worse to consider a case with 
perforated peptic ulcer as being that of a 
coronary disease. 

Angina abdominis described by Lakin ts an 
entity in which, as a result of sclerosis of the 
celiac and mesenteric arteries, there oceurs a 
sudden rise in the arterial pressure with the 
production of unlocalized widespread abdomi- 
This 


pain can usually be relieved by the administra- 


nal pain not accompanied by tenderness. 


tion of vasodilators such as amil nitrate and 
nitroglycerin. 

Abdominal aneurysm can produce abdomi- 
nal symptoms in a number of different ways: 
for instance, by mechanical pressure on con- 
tiguous viscera and nerves and by direct ex- 
tension or rupture of the aneurysm, Selerosis 
of the with 
thrombosis produces splenic infaretion and 


abdominal vessels subsequent 
mesenteric thrombosis, which in turn produce 
manifestations of an acute abdominal catas- 
trophe. Certainly most often the nature of the 
underlying lesion in such instances ts not recog 
nized until the abdomen is opened. In elderly 
evidence of arteriosclerosts 


individuals with 


elsewhere, one is justified in suspecting a 


similar intra-abdominal process complicate | 


with thrombosis. Mesenteric thrombosis hws 
heen observed in relatively young individuals. 
This is particularly true in young adults who 
have subjected themselves to prolonged bouts 


with alcoholic inhibition. 


Acute vascular occlusion of the mesenteric 
vessels can occur as a result of embolism. Ac- 
cording to Dunphy, the pain in such instances 
is the result of anoxemia of the intestinal mus- 
culature. It is constant and unassociated with 
tenderness and rigidity until peritonitis super- 
venes. Of diagnostic importance is the con- 
trast between the severity and persistance of 
the pain and the paucity of physical findings. 
Spasms of the mesenteric vessels doubtless 
similar to that 
perienced following occlusion of the vessels 
by a thrombus. The principal difference is 


produce pain which is ex- 


that in thrombus the condition persists and is 
complicated by peritonitis, whereas the spas- 
modic condition of the mesenteric vessels sub- 
sides spontaneously. In a case, however, with 
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evidence of mesenteric occlusion one is not 
justified in delaying operation in order to de- 
termine pre-operatively whether the vascular 
occlusion is due to spasm or an organic lesion, 
hecause the complicating lesions—-gangrene of 
offer 


such a prognosis that they should be prevented, 


the bowel, perforation, and peritonitis 


Whereas an unnecessary operation is undesir- 
able in the case with functional vascular oc- 
clusions, it is far less dangerous than delay in 
the case of any organic mesenteric vascular 
obliteration, 


Respiratory : 


It is well know that pneumonia, particularly 
in infants and children, can simulate acute 
abdominal conditions. ‘The diagnosis is dif- 
ficult in those cases in which the pulmonary 
lesion is centrally located and in which relative- 
ly few signs referable to the thorax can he 
demonstrated on physical examination. 

McClure is of the opinion that observation 
of the respiratory abdominal movement is of 
great importance in differentiating between 
pulmonary and abdominal lesions, He states 
that in seventy-nine percent of sixty-nine defi- 
nite cases of acute appendicitis the abdominal 
respiratory movement was definitely less than 
the thoracic movement, which is in contrast 
to the normal child in whom the amplitude of 
the abdominal curve is greater. 

In patients with respiratory lesion such as 
pneumonia, there is no restriction of the ad- 
dominal respiratory movements. In only one 
instance of six cases of pneumonia, of which 
five were lobar and one of the post-operative 
type, was there such restriction in MeClure’s 
cases, although in all the cases there was ab- 
dominal tenderness and rigidity. 

Riesman emphasizes that although it is ex- 
tremely desirable to detect the pulmonary lesion 
in children, it is even more so in adults, be- 
cause children with pneumonia who have an 
appendectomy usually recover in spite of the 
trauma, whereas adults rarely survive. ‘Today, 
with the relatively unerring results of X-ray, 
it is practically inexcusable for a patient to be 
subjected to an abdominal operation, when 
there is any question as to pulmonary condi- 
tions, particularly pneumonia. 
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Urogenital : 


Diseases of the kidneys and ureters fre- 
quently produce abdominal symptoms. The 
clinical manifestations of lesions in the upper 
part of the urinary tract resemble those of 
gastric ulcer, cholicystitis, ete.; whereas, those 
in the lower portion are often confused with 
appendicitis, intestinal obstruction, and_ sal- 
pingitis. Urinary tract disease may manifest 
itself only by symptoms referable to the gastro- 
intestinal tract; for instance, nausea, vomiting, 
anorexia, constipation, and occasionally diar- 
rhea. Because of renal stasis, there is inade- 
quate elimination of toxic products in the 
urine, resulting in gastro-intestinal manifesta- 
tions through the effort on the part of the body 
to rid itself of these waste productions by 
other means. Also, the sympathetic nerves 
supplying the kidneys and ureters are intimate- 
ly connected with the sympathetic nerve supply 
of the stomach and large and small intestines. 

In suppurative conditions of the urologic 
system, such as perinephritic and renal ab- 
scesses in proximity to the peritoneum, a 
localized peritonitis can occur as a result of 
contiguity of the inflammatory process. It 
has been shown that an acute seminal vesiculitis 
with beginning epididymitis is likely to he con- 
fused with acute appendicitis, unless one is 
mindful of the possibility of the genital lesion. 

The colicky pain associated with ureteral 
obstruction by pressure from without or with- 
in may be confused with appendicular colic be- 
cause of the location of the pain and_ the 
presence of tenderness. A ureteral stone on the 
right side is particularly likely to be mistaken 
for appendicitis, One gentleman of authority 
in this connection has sarcastically remarked 
that the presence of an appendectomy scar is 
an extremely frequent indication of the 
presence of a calculus in the right ureter. The 
point that | wish to bring out here with 
reference to ureteral calculi is that it is far 
better and much less embarrassing to X-ray, 
or even cystoscope, a questionable case before 
the operation rather than to have to resort to 
these means after the operation. 

Infections of the kidney with elevation of 
temperature, leukocytosis, and pain in the 
right side of the abdomen are particularly 
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likely to be confused with a suppurative ap- 
pendicitis. As a rule, careful examination of 
the urine would reveal the presence of the 
urinary infection. Generally, also, the elevation 
of the temperature is higher and the leukocy- 
tosis is greater in the case of pyelitis than in 
the case of appendicitis. It is unusual in an 
uncomplicated case of appendicitis for the 
temperature to rise higher than 102, and the 
leukocyte count be greater than 20,000 per cubic 
millimeter. 

Infections of the kidney pelvis may be diffi- 
cult to diagnose in those cases in which the 
ureter is plugged because of the absence of 
urinary findings. Similarly, perinephritic ab- 
scesses which do not communicate with the 
kidney pelvis show no urinary changes. Ab- 
dominal trauma resulting in an injury to a 
kidney not infrequently produces symptoms 
referable only to the abdomen, the only mani- 
festations are those of peritonitis resulting from 
peritoneal irritation and irritation of the re- 
troperitoneal sympathetic nerves. Nausea and 
vomiting, abdominal distension, and _ ileus 
usually occur, and although the diagnosis of 
ureteral rupture can be made fairly accurately, 
one can never definitely rule out the possibility 
of an intra-abdominal injury until an explora- 
tion has been done. A laparotomy done cor- 
rectly through a comparatively small opening 
is far preferable to watchful waiting in a case 
in which there is an associated intraperitoneal 
lesion. Occasionally distension of the urinary 
bladder will produce marked abdominal pain 
which may be confused with intraperitoneal 
tumor. In a case with low abdominal tumor 
apparently arising out of and fixed to the 
pelvis, examination should always be done after 
catheterization in order to eliminate the possi- 
bility of bladder distension. 

In all acute abdominal lesions in the female 
it is essential to obtain a careful menstrual 
history in order not to overlook an ectopic 
gestation. Even after obtaining such a careful 
history, which may be misleading, one is likely 
to err. This is particularly true in cases in 
which, because of the escape of blood from the 
pelvis into the upper abdomen, the manifesta- 
tions at the time the patient is seen may be 
those of an upper abdominal lesion. Inflamma- 
tions of the appendix and right Fallopian tube 
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frequently produce similar symptoms and signs. 
The difficulty in the diagnosis arises because 
of the proximity of the two organs, and the 
similarity in the manifestations of the acute 
inflammatory processes occurring in them. Dif- 
ferentiating between these two processes is 
very essential, because acute salpingitis is best 
treated conservatively and nonoperatively, 
whereas the only treatment of acute appendi- 
citis is its immediate removal while the in- 
flammation is still confined to it. Smears from 
the urethra, Bartholin’s glands, Skene’s ducts, 
and the cervix are of great importance. If 
gonococci are found, the condition is most in- 
variably salpingitis. An ovarian cyst with a 
twisted pedicle may present symptoms of peri- 
tonitis or intestinal obstruction, 

Systemic: 

Systemic infections frequently begin with 
abdominal symptoms, these being probably the 
result of associated toxemia, as emphasized by 
Carnett. There occurs in such cases an acute 
parietal pain and tenderness. For instance, in 
a large number of cases of acute hematogenous 
osteomyelitis the first manifestations are fre- 
quently vomiting, leukocytosis and nausea. 

Cases of heavy metal poisoning may present 
symptoms apparently requiring immediate 
surgical intervention and relief. Fisher reports 
four cases of heavy metal poisoning with clini- 
cal manifestations of an acute abdominal lesion 
of which a diagnosis was not made until an 
autopsy. Metal poisoning may simulate very 
closely acute appendicitis, ruptured peptic ulcer, 
acute cholecystitis, kidney stones, coronary 
thrombosis, and acute gastro-enteritis. Im- 
portant differential diagnostic points are that 
the patient with metal poisoning has no eleva- 
tion of temperature and the abdomen is not 
distended. In such cases it would he well to 
study the vomitus, stools, urine, and the blood. 
In every individual with vague abdominal pain 
or colic, careful examination of the gums 
should be made in order to rule out the possi- 
bility of lead poisoning, particularly if the 
patient’s occupation is one that requires work 
with lead—in this way a needless operation 
may be avoided. 

Arachnoidism, particularly that caused by 
the bite of the black widow spider, is as- 
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sociated with symptoms which closely resemble 
an acute inflammatory process within the ad- 
domen. These symptoms consist of severe ad- 
dominal pain with marked muscle rigidity, The 
rigidity which is associated with abdominal 
tenderness is not limited to the abdomen, but 
also occurs in other parts of the body. An 
important differential aid would be the de- 
termination of whether or not an insect bite 
had occurred. Many patients suffering from 
arachnoiditis have been unnecessarily subjected 
to laparotomy, which could easily have been 
avoided by a careful history and physical 
examination. 

Other systemic conditions which occasional- 
ly give rise to abdominal manifestations are 
syphilis, measles, typhus fever, typhoid, un- 
dulant and parathyphoid fevers, septicemia, 
tanti’s disease, and hemolytic icterus. In each 
instance a careful physical examination and 
laboratory investigation usually will reveal the 
true cause of the manifestations. 

Other conditions demanding astute diagnosis 
and careful investigation are cerebro-spinal 
lesions, which frequently give rise to abdomi- 
nal symptoms which are confused with acute 
abdominal conditions. For instance, epidural 
abscess, intraponteal tumors, or tumors of the 
cerebellum. Even emotional upsets frequently 
offer symptoms which may appear to be close- 
lv allied with severe abdominal pain. The 
manifestations in cases of this kind differ from 
lesions of the abdominal viscera in that there 
is no relation to the digestive cycle, defecation, 
urination, menstruation, or bodily exertion. 
The location of the pain in the emotional in- 
dividual is also inconstant and migrates from 
one part of the abdomen to another. 

Because the gastric crises of tabes dorsalis 
are associated with severe abdominal pain, a 
diagnosis of visceral perforation is too fre- 
quently made and many laparotomies have 
been performed unnecessarily. Complete ex- 
aminaion of the patient, including blood Was- 
serman and spinal fluid, careful investigation 
of the pupillary and the tendon reflexes, facili- 
tates the making of a correct diagnosis. 

Herpes zoster produces severe abdominal 
pain; the pain often preceding the eruption 
by a number of days, making the differential 
diagnosis extremely difficult. It is likely to 
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be mistaken for appendicitis, cholecystitis, and 
renal disease. 

In as much as 704% or more of all surgical 
conditions of the abdomen pertain to the ap- 
pendix, I should like briefly to discuss the 
handling of the perforated appendix. As is so 
often the case these appendices occur in indi- 
viduals who have been ill perhaps over a period 
of two or three days before admission to the 
hospital. Also in too many instances they have 
been given the rounds of laxatives by some 
members of the family. Many times | have 
felt the urge to place these cases under the 
Ochsner treatment but have never been able 
to convince myself that this is the proper thing 
to do regardless of the stage, once the diagnosis 
is definitely made. | think all of these advanced 
cases should be transfused if possible before 
operation transfusions 
afterward as long as may seem necessary. 
Also a Levine tube is left in situ more or less 
indefinitely, certainly as long as it seems indi- 
cated. | think spinal anesthesia is the one of 
choice in these cases; of course for the reason 


and frequent small 


that the field of vision is made so much more 
accessible. Also there is seldom the need of 
inserting abdominal pads, ete., which are very 
irritating to the intestines and which would 
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be necessary if inhalation anesthetic were given. 
If there is free pus in the peritoneal cavity a 
suction apparatus is in constant use. The ap- 
pendix is always removed and all visible free 
pus is completely evacuated with the suction 
apparatus. 

In the last several instances of appendicitis 
of this nature it has been my policy to spray 
the cavity with sulfathiazole crystals. The 
peritoneum is closed with interrupted sutures 
of 20-day-1 chromic catgut. The fascia is ligated 
very gently with 20-day-2 chromocized catgut. 
Interrupted silk-worm sutures are placed in 
the skin but not ligated before the 4th or 5th 
postoperative day. These patients are placed 
in a supine position for the first 4 hours post- 
operatively, after which they are placed in an 
exaggerated Fowler's position and constantly 
turned on the abdomen as well as to the sides. 
As soon as medicine can be retained, sulfa- 
thiazole is given in doses according to the age 
of the patient. | have handled some 8 or 10 
cases of advanced appendicitis along this line 
during the past year. None of these were 
drained, there were no deaths, and no one of 
these patients remained in the hospital more 
than 14 days. 


NEWS ITEMS 


Kine progress has been made in organizing 
the Chester County Emergency Medical De- 
fense Committee with Dr. W. J. Henry in full 
charge, and with three assistants: Dr. J. [. 
Floyd in Great Falls, $. C.; Dr. J. N. Gaston, 
Sr. in Lando, $. C.; and Dr. V. P. 
in Chester, S. C. 


-atterson 


Dr. F. S. Chance, who has been practicing 
in Chester since May, 1937, was called to duty 
in the U. S. Navy and is now stationed at the 
Charleston Navy Yard. He was a graduate of 
the Georgia Medical School and interned at 
the Henry Ford Hospital in Detroit. He was 
accompanied to Charleston by his wife and 
three small children. 


The office of Dr. G. A. Hennies was com- 
pletely destroyed by the big Chester fire on 
Friday, January 16th. He is temporarily 
located in the Pryor Hospital with Dr. V. P. 
Patterson. 


Dr. William Weston, Sr. of Columbia was 
the recipient of a silver platter and scroll 
presented by the Columbia Medical Society, 
at a special program during the regular meet- 
ing on March 19th. Dr. J. W. Jervey, Sr. of 
Greenville, a classmate and life long friend of 
Dr. Weston, paid a glowing tribute in which 
he extrolled Dr. Weston as a scientist, a prac- 
ticing physician and a gentleman. The platter 
and scroll were presented by Dr. W. R. Barron 
of Columbia. 
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Gonorrhea In The Female 


ROWLAND F. 


ZEIGLER, 


M.D. 


Seneca, S. C. 


In women, gonorrhea is usually more wide- 
spread and far more serious than. in men, 
because of the relationship and complexity of 
the female genitourinary structures. It may 
be either acute or subacute at the onset but is 
especially characterized by its chronic compli- 
cations. 

Gonorrheal infection in 
direct contact with an infected male practical- 


women is due to 
ly always, because the labia and vulvar hair 
protect the adult genital tract against contami- 
nation from the much maligned towels, toilet 
seats and bath tubs. The sensitivity of the 
gonococcus to light and heat also lends im- 
probability to indirect transmission. 

There is no natural immunity to gonorrheal 
infection, nor does one attack protect the in- 
dividual against subsequent infection. Varia- 
tions in degree of susceptibility, however, may 
be commonly observed. Gonorrhea is more 
readily communicable in the acute stage of 
may be transmitted the 
chronic stage, even after months of latency. 

The period of incubation, before manifesta- 


the disease, but 


tion of symptoms is necessarily variable, but 
is usually from 3 to 12 days, the shorter perio’ 
being more common when the contraction is 
from an acute infection. Due to the density of 
covering of the adult external genitalia, we 
find the pathological changes limited to certain 
urethra and 
Bartholin’s ducts and glands, and the cervix. 
Usually the urethra is first invaded by the 
gonococci, causing an ulceration of the mucosa 
the reaction within the 
mucosa which consists of cellular infiltration 
and consequent thickening of this area. ‘This 
causes a bulging of the mucosa which is to be 
seen at the external urinary meatus in the form 
of a “pouting.” There is marked hyperemia 


definite areas—the its tubules, 


necessary sub- 


of the part. Coincident with the urethral in- 
fection, there is invasion of Skene’s tubules 
in the floor of the urethra with the same patho- 
logical process taking place. The ducts of the 
vulvovaginal or Bartholin’s glands are infected, 
resulting in a blocking of the ducts from edema. 


Manifestations then take place in the gland 
itself by secondary invaders. There may be 
abscess formation of the gland, or as a result 
of destruction of glandular elements in time, 
and a replacement by scar tissue formation, 
a cicatricial nodule may replace the gland. Or, 
there may be a stricture of Bartholin’s ducts 
without destruction of glandular elements, re- 
sulting in cyst formation, since the gland is a 
secreting structure.- Infection of the glands 
of the cervix produces essentially the same 
picture, and in time the gonococci are replaced 
by secondary organisms, and fibrous tissue 
formation. Some say that the endocervix is 
the most frequent site of gonococeal infection 
in the female. The infection is usually harbored 
longest here and in Skene’s ducts and glands. 

In the adult, there are practically never any 
pathological changes in the vagina from gonor- 
rhea because of the epithelial thickness and 
the absence of glands. Verruca acuminata may 
be seen on the external genitalia, however, as 
the result of a chronic gonorrheal discharge. 

In children there is only a delicate mucous 
membrane lining the vulva and vagina which 
has no resistance to gonorrheal infection, so 
the ulceration involves not only the urethral 
and cervical canals, but the entire mucosa of 
the labia minora, vestibule, and vagina, Con- 
sequently, there is a more pronounced sub- 
mucosal reaction resulting in extensive edema 
and hyperemia of the entire external genital 
tract. As an aftermath, there may be a com- 
plete obliteration of the vagina from adhesions. 

As for the symptoms and signs of gonorrhea 
of the external generative organs, there are 
doubtless many cases in which there are prac- 
tically no subjective symptoms present, especial- 
ly in those women infected from a chronic 
male. Here the only sign may be a cervical 
discharge. In the typical case, however, there 
is first urinary urgency, frequency, and burn- 
ing, followed in 24 to 48 hours by exaggeration 
of these symptoms and the appearance about 
the vulva of a mucopurulent exudate with 
burning and itching. Examination reveals a 
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redness and bulging of the urinary meatus with 
a creamy exudate escaping from the urethra. 
In a few days, inspection of the cervix shows 
a profuse mucopurulent exudate at the external 
os which is very tenaceous and contains 
stringy mucoid from the cervical 
glands. The cervix is swollen and the mucosa 
of the canal is visible at the orifice. This is 
an acute gonorrhea, and a careful smear from 
the urethra or cervix and a simple stain will 
readily prove it under the microscope; the 


tendrils 


gram negative, coffee-bean diplococci will ap- 
pear intra and extracellular. In the chronic 
stages the picture is different, but the locations 
are the same. The external meatus still bulges, 
the mouths of Skene’s tubules are visible, and 
often a slight pressure or milking beneath 
the urethra will express a small purulent drop- 
let from Skene’s ducts. Bartholin’s glands may 
be abscessed, cicatricial or cystic, and the 
cervix will show yellowish mucopurulent 
discharge with reddening and probably erosion. 

In children, gonorrhea may be contracted 
indirectly with unclean towels or tubs and in- 
fected enema tips or thermometers ; or it may 
be contracted as a childish sexual 
curiosity and experimentation. Usually there 
is an infected careless parent in the home. A 


result. of 


child with gonorrheal vulvovaginitis presents 
an extensive redness and enormous swelling 
of the visible genitalia with a purulent exudate 
covering the entire surface. With this, there 
is marked pain, tenderness, fever, and toxemia. 
Chronicity of gonorrhea in the child without 
proper treatment is quite a problem because 
of the many areas 
focus to eradicate. 


involved 


‘ach being a 


Treatment 


First, the adult patient should be warned 
about the infectiousness of her misfortune and 
taught the importance of simple personal 
hygiene in order to prevent infection being 
spread not only to other people but to the 
eyes. The patient should be put at absolute 
bed rest for at least two weeks. This is one 
of the best ways to prevent salpingitis. No 
enemata are permitted as there is danger of 
carrying infection to the rectal mucosa. ‘The 
instillation of chemicals into the urethra or 
vagina during the acute stage of gonorrhea is 
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not only worthless, but dangerous. The in- 
fection may be pushed up to the bladder pro- 
ducing trigonitis, or bruising of the mucous 
membrane may result in deeper implantation 
of the gonococci. Forceful douching may force 
infection through the internal os and hasten 
salpingitis. Gentle saline or soap and water 
irrigations may be allowed, but simple local 
sponging is probably safer. Necessarily, coitus 
should be prohibited. Diets should be light 
with an abundance of fluids, and all condiments 
and alcoholic beverages should be forbidden. 
‘Today, with the appearance of the sulfonamide 
drugs, we have new and powerful weapons 
with which to fight this all too common 
disease. At present, sulfathiozole is the drug 
of choice. This should be given immediately 
on. diagnosis, and the daily dose should be 
approximately equivalent to one half grain 
per pound of body weight. The average adult 
should have 15 grains four times daily for five 
workers 
recommend repeating this course during the 


days or longer. Fletcher? and_ his 
following menstrual period because observa- 
tions of some have suggested that menstruation 
may be responsible for an exacerbation of the 
infection. There is apparently no contraindi- 
cation to the use of urinary alkalinizing agents 
or Lafayette’s mixture for symptomatic relief 
from the urinary distress, along with sulfa- 
thiozole. Gonorrheal vulvovaginitis in children 
is also treated now with sulfathiozole. The 
suggested dosage is one half grain per pound 
of body weight per day with a maximum of 30 
grains per day, for 7 to 10 days. Treatment 
with estrogenic substances has proven disap- 
pointing in affecting a bacteriological cure. The 
child should be isolated, but to bed and the 
affected parts covered at all times by a dressing 
of gauze or cotton, saturated with normal saline. 
Copious amounts of warm solutions may be 
poured over the parts to mechanically carry 
away exudate, but again no strong chemicals 
are used. After the acute stage has subsided, 
some of the silver salts may be instilled into 
the vagina every day. It is of primary im- 
portance in these little girls to prevent after 
adhesions and contractures of the vagina. This 
may be accomplished by gently packing the 
vagina with vaselinized gauze or boric acid or 
mercurochrome ointment to prevent the abrad- 
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ed vaginal walls from adhering. Perhaps the 
new sulfathiozole ointment might prove of 
more benefit here. We are hoping, however, 
that early oral sulfathiozole therapy will elimi- 
nate much of these after effects and treatments. 

The treatment of chronic gonorrhea in the 
adult is also sulfathiozole, but local measures 
may be indicated. Chronic endocervicitis re- 
sponds little to chemical applications, but may 
he cured by linear cauterization with a fine 
cautery. This is an office procedure and practi- 
cally painless. In extreme cases, a coring out 
of the cervix may be necessary to remove the 
endocervical glands. Urethral strictures must 
necessarily be dilated. Chronic infection in 
Skene’s glands may he treated by injecting 
argyrol or 10 per cent silver nitrate with a 
blunt point needle. When this treatment fails, 
the ducts are best slit open over a probe and 
destroyed by the actual cautery, or the gland 
may be dissected out. A Bartholin gland ab- 
scess requires incision and drainage and_per- 
haps later surgical excision. A Bartholin cyst 
or cicatrix must be surgically removed. 


Gonorrhea of the Internal Organs of 
Generation 


In the majority of cases, internal organ in- 
fection does not take place coincident with ex- 
ternal infection. There may be no signs or 
symptoms of salpingitis for weeks to months 
after external infection. This depends much 
on the care of the patient during an external 
gonorrhea. ‘The cervix is contracted at the in- 
ternal os and frequently has a plug of mucus 
there which would tend to prevent upward 
spread. Just after menstruation is the most 
likely time for upward extension because the 
cervix is softened, the canal patulent, and 
there is a more suitable medium for growth of 
the organisms. Therefore, we often see symp- 
toms of tubal infection within a few days after 
menstruation. The gonococci reach the tubes 
by direct extension through the uterus, but 
there is practically no inflammation of the 
lining of the uterus. For some reason, the 
endometrium is resistent to the gonococcus. 
When the infection arrives at the tubes, a 
similar process is set up to that of gonorrhea in 
the urethra. Usually bilateral infection occurs 
at the same time. In the mildest form, the 
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inflammation is not severe enough to cause a 
sticking together of the lining of the tubes. 
This is catarrhal salpingitis, and recovery may 
be complete, the lumen being left patent so 
that a pregnancy might occur. In severe ulcera- 
tion there is frequently an agglutination of 
the fimbriated ends or the walls of the lumen, 
resulting in a sacculation of the tube. Purulent 
material confined in this type tube constitutes 
a pyosalpinx, or the commonly called “pus 
tubes.” (1 recently operated on a_ typical 
bilateral pyosalpinx just two months  post- 
partum). Changes in the submucosa and mus- 
cularis, with fibrosis, result in a_ thickening 
and twisting of the tube, the result being 
chronic suppurative salpingitis. The cilia in the 
tubes are destroyed and strictures and diverti- 
cula may be produced in the lumen. If the 
fimbriated end of the tube is open in such 
cases, ectopic pregnancy is a likely sequel. In 
many instances, a secondary infection, prob- 
ably blood borne, displaces the gonococci. In 
other cases, after the acute infection, the 
epithelial cells may continue to pour out an 
exudate. The clear exudate stretches the tube 
and thins out its walls. This is hydrosalpinx, 
and it usually follows a mild reaction coupled 
with sealing off of the tube. In the purulent 
types of salpingitis, before the end of the tube 
seals off, there may be a dripping of pus into 
the pouch of Douglas (pelvic peritoneum). 
This causes a peritoneal reaction, its later 
organization resulting in adhesions. Intestines 
and adnexa may all become matted together as 
a result of this localized peritonitis. There may 
he little pockets of pus or clear fluid sealed off 
in this mass. The spilled infection at times is 
so severe that it does not subside and there is 
a frank abscess formation in the cul-de-sac. 
Salpingitis isthmica nodosa is a typical chronic 
salpingitis with small fibroid-like nodules 
scattered along the tubes and at the cornua of 
the uterus. To leave such a cornual nodule at 
surgery is to leave a focus of infection, 

The ovary does not become infected from 
gonorrheal salpingitis unless there are breaks 
in its surface, but organization of exudate on 
the surface of the ovary may prevent ovulation. 
Often during the course of salpingitis, the 
fimbriated end of the tube becomes adhered 
to the ovary, If ovulation occurs here now, 
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infection gains entrance into the substance of 
the ovary, producing a tubo-ovarian abscess 
which often results in complete ovarian sub- 
stance destruction. 

Inasmuch as gonorrhea is etiologic in 30 to 
50 per cent of sterilities in the female, one can 
judge the frequency of 
lesions from this source. 


destructive — tubal 

There is of course no composite group of 
symptoms to fit all cases of salpingitis. In a 
typical acute catarrhal salpingitis, there is low 
abdominal and pelvic pain of a rather sharp 
onset, with a fairly rapid rise in temperature 
and pulse rate. Often the onset is a few days 
after 
tenderness and rigidity over the lower abdomen. 
The temperature is usually of a septic type. 
and this picture lasts from 1 to 2 weeks, with 
a gradval subsidence of all symptoms and signs 


menstruation. ‘There rapidly develops 


in a favorable, uncomplicated case. Internal 
pelvic examination reveals evidences of ex- 
ternal gonorrheal infection, extreme tenderness 
in the fornices and on uterine manipulation, 
and a sensation of increased heat in the vagina. 
The total W. B.C. 
crease in polys. 


is elevated with an in- 


In chronic suppurative salpingitis, history is 
of primary importance. There is always a 
history of some past pelvic infection with re- 
curring attacks varying in severity. At practi- 
cally all times there is a sensation of distress in 
the lower abdomen, especially after physical 
exertion or coitus. This patient is chronically 
tender to palpation over the lower abdomen. 
Pelvic examination again shows evidences of 
old gonorrheal infection, and bimanual exami- 
nation now presents more or less fixation of 
‘the cervix, a sensation of resistance in the 
fornices, and tumorfaction of greater or lesser 
extent in one or both sides. These tumorfac- 
tions are always tender and firm to touch. 
Chronic pelvis peritonitis presents a_ similar 
picture. 

An acute pelvic abscess usually gives con- 
stant, continued lower abdominal pain with 
marked tenderness and muscle spasm, and high 
continuous fever. Vaginally, the pelvis is ex- 
quisitely tender, the cervix is usually elevated 
toward the symphysis, and there is fluctuation 
behind the cervix. The patient does not im- 
prove like one with an acute salpingitis, her 
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condition producing persistent and progressive 
symptomatology. 
Salpingitis in its various forms must be 
carefully differentiated from the following : 
(1) Acute appendicitis 
(2) 
(3) 
(4) 


Acute pyelitis with cystitis 

Ketopic pregnancy 

Abortion, complete or incomplete, with 
infection 

(5) Ureteral calculus 

(6) ‘Torsion of ovarian cyst or tumor at 
its pedicle 

(7) Acute intestinal obstruction 

(8) Intestinal perforation 

(9) Fibroid uterus with inflammation 
(10) ‘Torsion of a pedunculated fibroid 
(11) Kndometriosis 

(12) Tuberculous peritonitis 


Treatment 


The treatment of acute salpingitis is con- 
servative. The patient is put at absolute bed 
rest for the duration, and chemotherapy should 
he instituted at once. Here, again, sulfathiozole 
is thought to be the drug of choice, and is 
given in similar doses as for urethritis. An 
ice bag to the lower abdomen, anodynes for 
comfort, and a fluid intake (sub- 
cutaneously or intravenously if necessary ) con- 
stitute the remainder of treatment. Operative 
interference in the acute stage of salpingitis 
has been abandoned. It is possible that the 
‘arly institution of proper therapy may result 
not only in the death of the organisms, but in 
the complete subsidence of tissue changes so 
that the structures rapidly return to normal. 

The treatment of chronic salpingitis de- 
pends on the extent of the disease, the dis- 
ability produced, and the age of the patient. 
Again chemotherapy, in the form of sulfa- 
thiozole, should be resorted to, along with rest, 
both physical and sexual. Heat applied locally 
to the reproductive organs by prolonged hot 
douches, Elliott treatments, and diathermy may 
serve to hasten the retrogression of the in- 
flammation and to minimize the 
chronic residual changes. 


copious 


resultant 


Surgery should be resorted to when all other 
measures fail and the patient is incapacitated. 
Conservative management should be given a 
most thorough trial in young women, but in 
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women near the menopause, removal of the 
pelvic organs does not entail so great a loss. 
Surgical treatment consists of laparotomy with 
removal of all infected structures. An excep- 
tion is pelvic abscess which can be drained 
vaginally at times. The first aim of the sur- 
geon should be conservation, especially con- 
serving ovaries in whole or in part when pos- 
sible, but foci should not be left that demand 
another laparotomy later. 

With the advent of the sulfonamide group 
of drugs, perhaps now gonorrheal infection of 
the internal generative organs will be lessened. 
The outlook is certainly optimistic, but it will 
still require many years of experience to de- 
termine if this chemotherapy will decrease the 
hazards of those residual changes which so 
often necessitate major surgical procedures. 
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Dr. and Mrs. |. J. Mikell are receiving con- 
gratulations upon the arrival of a son. Mrs. 
Mikell was the former Miss Carolina Simmons. 


Dr. Edmond D. Wells, a graduate from the 
University of Louisville, Ky., recently came 
to Chester to take over the eye, ear, nose, and 
throat work of Dr. J. P. Young who has re- 
tired from practice after twenty-six vears of 
service, 

Dr. Wells interned at the Louisville City 
Hospital, the Kye, Ear, Nose, and Throat 
Hospital of Chicago, and was at Tulane in 
Los Angeles, California when he made his 
decision to continue his profession here in 
Chester. 

His wife and two children are with him. 


Dr. J. P. Young of Chester has recently 
announced his retirement after 48 years of 
active medical practice. Born in Ninety Six, 
S. C., Dr. Young graduated from Furman 
University and then from the Medical School 
of the University of Maryland. He began his 
practice in South Carolina in Richburg and 
then moved to Chester in 1917 where he has 
limited his work to ophthalmology and 
otolaryngology. 

The Journal congratulates Dr. Young upon 
the great work which he has done and wishes 
for him many more years of happy living. 


News has been received of a double wedding 
which took place in Baltimore on February 
28. Miss Peggy Elizabeth Lollis of Baltimore 
was married to Dr. Marion Burnside Hook of 
Columbia, and Miss Margaret Pitts of Balti- 
more was married to Dr. Gilbert Collings of 
Clemson, S. C. 


Dr. F. Normer Andrews has located in 
Branchville for the practice of medicine and 
surgery. Dr. Andrews is originally from 
Sumter. He is a graduate of the Medical Col- 
lege of the State of South Carolina and for 
the past ten years has practiced his profession 
in Bluefield, W. Va. 


riends of Dr. Charles M. Lide of Columbia 
who is now serving in the United States Navy 
will be delighted to hear that he has just re- 
ceived a promotion. He has been transferred 
to New Orleans, La., and has been made As- 
sistant Procurement Officer for Medical 


Personnel for the 8th Naval District. 
I 


Dr. Homer M. Eargle was made chief of 
Staff of the Tri-County Hospital at Orange- 
burg. Dr. Augusta A. Willis was reelected 
secretary. The executive committee is com- 
posed of Dr. C. A. Mobley, Dr. G. C. Bolin 
and Dr. G. M. Truluck. 
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Pre- and Post-Operative Treatment of 
Prostatism 


ALLEN C. BrapHAmM, M.D. 
Anperson, S. C. 


is herewith defined as a_ state 
of urinary disturbance, with associated symp- 


Prostatism 


toms, due to a benign or malignant enlarge- 
ment of the prostate gland. In its manifest form, 
it is characterized by frequency of urination, 
slowness in beginning the urinary act, nocturia 
from one to many times, sensation of fullness 
over the bladder immediately following urina- 
tion, haematuria, and ultimately, acute urinary 
retention and overflow incontinence. Old men, 
victims of this condition, usually have a marked 
hypertension, a flushed face, and often symp- 
toms of myocardial failure. 

‘There are many gradations of prostatism be- 
tween that of the mildest symptoms and_ that 
of the classical case described above. In_be- 
nign hypertrophy, in the absence of symptoms 
of urinary obstruction, surgery is not indicated. 
We have recourse to such palliative measures 
as periodic prostatic massages, gentle urethral 
dilatations by Kollman dilator, 
urethro-vesicle irrigations, hot rectal irriga- 
tions and Sitz baths, plenty of fluids by mouth. 

Hormonal therapy for prostatism is still in 
the experimental stage and should not be con- 


sounds or 


sedered a panacea. It is not a substitute for 
surgical relief in major prostatic obstruction 
nor is it of any value in prostatic obstruction 
due to carcinoma or sclerosis. It does appear 
to be of some benefit in two types of cases. 
It will serve as a palliative measure to relieve 
‘distressing symptoms of frequent nocturia, 
strangury, etc., which permits rest and an op- 
portunity to build up the general system for 
future surgery; and in those cases who re- 
fuse surgery or are unsuitable because of 
marked cardio-renal damage. Secondly, it is of 
adjunct treatment early 
prostatism with slight or moderate urinary 
frequency, nocturia, and low urinary residual. 
The most commonly employed androgenic sub- 
stance is 


value as) an 


synthetically prepared testosterone 
propionate in oil and it is advisable to supple- 
ment this with simultaneous injections of 
androstine ampouls A and B. While striking 


clinical improvement is often obtained from 
hormonal therapy, no investigators have re- 
ported, at least to my knowledge (any ap- 
preciable diminution in the size of the hyper- 
plastic gland as shown by cystoscopic or rectal 
examination, Another the 
tendency to stimulate sexual activity which is 
At best, 
the benefits of hormonal therapy are temporary 
and require a maintenance dosage. 


disadvantage — is 


often dangerous in these individuals. 


Assuming now that we have determined the 
need for surgery, let us consider the prepara- 
tion of the patient. This preparation is of 
equal importance in the patient’s recovery to 
that of the operation itself. It consists, pri- 
marily, of a properly managed urinary drain- 
age, and the period of drainage may vary from 
three days to a year or more. Usually a period 
of one to two weeks drainage will improve the 
kidney function, lower the blood pressure, and 
produce a state of maximal functional ef- 
ficiency. 

In cases with high residual urine and pro- 
longed urinary obstruction, caution is advised 
in the sudden emptying of a chronically dis- 
tended bladder. Many of these are 
borderline uremics and such a procedure will 


cases 


often suffice to throw them into a uremic state. 
Gradual decompression of the bladder is recom- 
mended and there are several ways of ac- 
complishing this. One method is that of fixing 
in a retention catheter and connecting this to 
one of the many apparatuses on the market. 
Another means is that of intermittent catheteri- 
zation, replacing the amount of urine with- 
drawn each time with a slightly smaller amount 
of sterile boric acid solution or other anti- 
septic. The method we have been using in 
Memphis for the past few years consists in 
fixing in a 16 F Foiey catheter by urethra. 
The residual urine is withdrawn, measured, 
and replaced by boric acid solution. The amount 
of boric acid solution used is one half ounce 
less than the amount of residual urine with- 
drawn, Each time the patient wishes to void, 
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or every two hours, the catheter is released 
and bladder drained. Boric acid solution is in- 
jected into the bladder, using one-half ounce 
less than was injected the time before. Finally, 
when decompression is complete, the catheter 
is connected to a Turley irrigator. This con- 
sists of a 1000 ¢. c. gravity bottle with a drain- 
age tubing fitted on a glass T tube. One end 
of the ‘T tube is attached to the catheter, the 
other to a rubber tube leading into a bedside 
bottle. The irrigation bottle is filled with a 
1-5000 solution of neutral acriflavine and, if 
hemorrhage or blood clots are present, 2% 
sodium citrate is added. The nurse is instructed 
to unclamp the irrigation tube and to fill the 
bladder twice daily or oftener. The patient is 
urged to sit up beside his bed and to consume 
at least 3000 c. c. of water or fruit juices each 
24 hours. Urinary antiseptics in the form of 
hexamethylenamine and acid sodium phos- 
phate, mandelamine, or one of the sulphona- 
mides are used. We have found that tincture of 
belladonna helps to allay bladder spasm. Codein 
sulphate or one of the barbiturates usually 
suffice for sedation. 

In the presence of severe prostatic infection, 
the indwelling urethral catheter may interfere 
with drainage of the prostatic ducts. Also, one 
encounters an will not 
tolerate a foreign body in the posterior urethra. 
Or the badder may be inadequately drained 


occasional case that 


by a urethral catheter due to the configuration 
of the prostate These cases do better with 
suprapubic cystotomy and by thus permitting 
the operative area to be kept at rest, congestion 
and edema are kept to a minimum which con- 
stitutes an important factor in bleeding at the 
time of operation. 

Like an athlete who has reached a maximum 
of perfection after a period of training, these 
old men should show clinical as well as labora- 
tory improvement and express a_ willingness 
and desire to proceed with the remainder of 
the operation. 

As to kidney function, our chief reliance is 
placed on the two hour phenolsulphonpthalein 
test, and from 60 to 85% of the dye injected 
should be excreted in two hours. Forty to 
sixty per cent should be excreted in the first 
hour and when the greater amount is excreted 
the second hour, it is indicative of renal im- 
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pairment and poor capillary absorption. Non- 
protein nitrogen and creatinine determinations 
are of great value in determining the amount 
of renal damage, as excretion of these is car- 
ried on largely by the kidneys alone. Any 
marked increase of non-protein nitrogen above 
the normal levels of 25-35 milligrams per one 
hundred c. c. whole blood) or a_ creatinine 
reading of 3.5 to 4 milligrams is indicative of 
advanced renal damage. 


If finances of the patient permit, further 
valuable aids are kK. U. B. X-rays, excretory 
pyelograms, electrocardiogram and complete 
hlood studies. | feel that a plain kK. U. B. 
X-ray is imperative, for such conditions as 
polycystic disease, renal caleuli and tumour of 
the kidney must be ruled out prior to operation, 
On the day preceding operation the patient 
must be given a complete physical examination. 


The immediate post-operative care of the 
prostatectomy patient is that of combatting 
shock and of watching for hemorrhage. Re- 
peated blood pressure determinations, narcotic 
sedation, application of local heat, fluids in 
the form of glucose and saline intravenously 
or by mouth if possible—all of these should 
he employed. The urinary output should aver- 
age from 2000 c. c. to 3000 c. ¢. 
four hours. 


twenty 


Following transurethral resection, a 24K 
Foley catheter is fixed in the bladder and this 
is connected to the Turley irrigator using 2% 
sodium citrate in 1-5000 neutral 
as an fluid. By the suprapubic 
method, the suprapubic tube is connected in 
the same way, the urethral tube of the Pilcher 
bag is drained into a sterile urinal until drain- 
age is clear. If the drainage is free of blood 
and the temperature is normal, in the resection 
case, the bladder is distended on the fourth 
day, the patient is allowed to expel the catheter 
and is encouraged to sit up out of bed. With 
the suprapubic case, tension on the Pilcher 
bag is released in three to four hours and the 
bag removed in forty-eight hours. At the time 
of removal, an 18F to 20F Foley catheter is 
fixed in through the urethra and connected to 
the irrigator. ‘This is left in from ten to 
fourteen days depending upon the healing of 
the supra-pubic wound and the general con- 


acriflavine 
irrigation 
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dition of the patient. In the perineal case, the 
tube is left in until wounds are healed. 

All of these cases are put in a semi-erect 
position as soon as feasible both for the psycho- 
logical affect and as a safe-guard against hy- 
postatic pneumonia. Better drainage is thus 
promoted. ‘The supra-pubic and perineal cases 
should sit up twenty to thirty minutes on the 
seventh day. Under normal conditions, the re- 
section case may go home under supervision 
of his home doctor. 

The main complications to watch for, at this 
stage, are delayed hemorrhage, emboli, and 
myocardial failure. Usually, the fixation of 
a large retention catheter and the evacuation 
of blood clots will suffice to put the bladder at 
rest and control bleeding. | do not know of 
any way to prevent emboli other than careful 
supervision of and 
straining at stool. Some men feel that the use 


exercise avoidance of 
of a hard enema tip is a particular hazard. 
The most feared delayed complication is 
urinary incontinence, whether it be partial or 
total, whether temporary or complete. If it 
follows prostatectomy, incontinence is usually 
due to injury of the external sphincter or to 
the nerves governing it. Rarely, it may be due 
to deposits of scar tissue, residuals nodules of 
prostatic tissue, or folds of mucous membrane 
so situated that they interfere with sphincter 
action. Kither the external or internal sphincter 
is capable of restraining urine so that incon- 
tinence may be partial or complete. Partial 
incontinence denotes sphincter weakness; total 
incontinence paralysis. In supra-pubic prosta- 
tectomy, complete incontinence after difficult 
enucleation is probably due to injury of the 
sphincter nerve supply, or excessive dilatation 
of the muscles. Incontinence subsequent to 
perineal prostatectomy is usually a result of 
direct injury to the sphincters. It is not un- 
common to see temporary incontinence follow 
resection and this often lasts for six to eight 
months. This is especially liable to occur if 
a hemostatic bag and traction on the sphincter 
is employed. These are distressing cases and 
often tax the patience of both doctor and pa- 
tient to the utmost. There is one ray of hope, 
however, unless obviously complete incon- 
tinence exists; partial 
sphincter weakness 


incontinence due to 


will ultimately recover. 
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Measures recommended for correction are the 
giving of strychinine sulphate, exercise of the 
sphincters by frequent interruption of — the 
faradic stimulation. It 
has been our custom to dilate the sphincters 
with the Kollman dilator, fill the bladder with 
antiseptic solution and have the patient practice 
releasing 


urinary stream, and 


and interrupting the stream. He is 
given detailed instructions as to how to fill 
his bladder by gravity can at home, and is 
told to carry out this daily exercise. Once or 
twice a month the sphincter is stimulated by 
clectrocoagulation or faradic current, using the 
cystoscope and electrode. 

Lowsley, Demming, Player, Callander, and 
Abeshouse, have designed methods of opera- 
tive correction for sphincter weakness. ‘The 
of the 


gut or 


usual procedures consist of plication 
Bulbo-cavernosus muscle with ribbon 
transplantation of the Gracilis muscle around 
the bladder neck. 

A remote complication is recurrence of ob- 
struction several years later. This occurs in 
0.5 per cent of prostatectomy cases and is due 
to hyperplasia of nodules contained in_ the 
false capsule of the prostate. It may also be due 
to hyperplasia of nodules left behind at the 
time of operation. In resection cases, the ‘cause 
is basically the same. This complication can 
often be corrected by means of the resectoscope 
and the procedure is well tolerated. 

Two weeks after going home, the resection 
case reports to the office and his residual urine 
is measured and his bladder irrigated. The 
amount of pus in the urine is noted as the 
bladder neck is usually not healed. The 
prostatectomy case should have his sphincter 
dilated with 26F to 28F sounds or the Koll- 
man dilator three to four weeks post-opera- 
tively. This prevents contraction of the cir- 
cular wound from cicatricial heading. 

Occasionally the supra-pubic wound proves 
refractive and requires cauterization or cur- 
rettage. When there is redundancy of — the 
bladder mucosa through the wound edges, only 
surgical correction will prove effective. 

While the post-prostatectomy patient should 
he under the care and supervision of his doctor 
for an indefinite period, with care as to diet 
and elimination, he may well outlive his con- 
temporaries. 
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MEDICINE’S GREATEST GIFT 


Were a group of physicians to be asked the question “What is the greatest gift) which 
Medicine has given mankind?” each man present would probably give a different answer. 
Morphine—ether—insulin—the spirit of scientific study—loyalty to the ideal of serviee—these 
and others would be cited as the outstanding contribution to men and women. 


In our opinion, however, the greatest gift which Medicine has given to mankind is a 
composite of the lives of those physicians who have worked and toiled so that the world 
might be a healthier and better place in which to live. And of those men and of the lives which 
they lived, the followers of Hippocrates are justly proud. 


We are fortunate in South Carolina in having physicians who stand for the best that 
there is in medicine. Working day in and day out for their fellow men, they have not only 
elevated the communities in which they live but they have had a profound influence on the 
entire state. South Carolina is a better state in which to live and to rear our children because 
these men have spent their years within its bounds. 


All too frequently, words of praise and appreciation for lives of good men are left un- 
said until those men have passed into the great beyond. We prefer to say them while they are 
still living so that they will know that their lives will not have been spent in vain. 


To those men who have lead us through the trying years and who are still serving as 
hulwarks of strength in this day of turmoil and stress—we pay our tribute. To Robert Wilson 
of Charleston, to 1,. M. Stokes of Walterboro, to Frank MeLeod of Florence, to William 
Weston and LeGrand Guerry of Columbia, to Wilkie Jervey of Greenville, to Lesesne Smith 
of Spartanburg, to Buck Pressley of Due West, to Fred Williams of the State Hospital, to 
Adam Hayne of the State Board of Health, and to many others whose names could well be 
added to this list we say, 


“Your work has been a boon and your lives have been an inspiration to the men and the 
women and the children of the state which you have called home. We are proud of you, we— 
the younger men and colleagues in your profession. You have done a magnificent job and we 
are deeply appreciative. It is our hope and prayer that the later years of your life will be 
crowned with joy and that when the day comes when you will be forced to lay down the 
stethoscope and scalpel, we will be able to build an even better state, building upon the founda- 
tions which you have laid.” 
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THE STARS 


As the physician dropped in his big chair by the radio and reached for the evening paper, 
he realized how tired he was. It was not only physical weariness—although it had been a trying 
day with patients in the office and home 
exhaustion which he could not escape. 


but there was also a sense of mental and emotional 


The entire world was in a turmoil and he, a part of the world, had been caught in the 
maelstrom. What was going on in the Pacific—was Russia really making progress against 
Germany—how far had this country progressed in its preparation for offensive conflict—was 


there any justification in Labor's demands for continuing the forty hour week— where would 
the Axis hit-next—would the Allied Nations eventually win—was the whole program of Civilian 
Defense an unnecessary waste of effort or would it play a vital part in the defense of the 
country—how many doctors would this country need in its armed forces-—was it his duty to 
volunteer for immediate service or should he stay at home and plug along in the work which he 
was now doing—what of his family if he donned a uniform—could he adequately care for 
their present and future needs—-the questions tumbled through his mind until he felt he could 
stand no more. 


How often he had resolved to stop listening. to the radio, to stop reading the papers, to 
stop talking to his friends about the war and the future. Dut the urge was always too great to 
be disregarded and even now he turned the button and dialed the radio for the 8:55 news 
bulletin. 


The front door opened and in walked his next door neighbor and friend of years standing. 


“Bill,” the visitor said, “you look tired. Come on out with me for a little walk. It will help 
take the fog out of your brain.” 


“L think | will, John,” the doctor replied, “but sit down and let’s get the news before we go.” 
“One trouble with you now is that you listen to the radio too much. ‘Turn it off and let's go.” 


The night was clear and cool and the men walked briskley down the street. As they 
reached the edge of town, John laid a hand on Bill’s shoulder. 


“Stop walking and look up a while.” 


The physician stood still. Lifting his head, he gazed into the star-studded sky. ‘There 
was the Big Dipper, the Little Dipper, Orion, the Milky Way, the North Star. He suddenly 
realized how long it had been since he had noticed these companions of his boyhood. 


His friend’s voice broke the silence. “Il am no doctor, Bill, but | think [| know what 
your trouble is. Your thoughts and emotions are so intermingled with the present and_ its 
problems that you have forgotten the stars. Those stars you now see are the same stars which 
you saw as a boy. ‘They are the same stars that guided Columbus on his trip across the Atlantic, 
that shone down upon the shepherds on the hills of Galilee. And they are the same stars that 
will shine down upon our children’s children when you and I and Hitler and Yamashita are 
crumbling under the sod. A poet has called them, “The eternal jewels.’ 


“When you are tired and discouraged, Bill, take your ears from the radio and your eyes 
from the newspaper and look at the stars. They stand for the things that last and not for the 
things that change in this world of ours. They help us to remember the things that really 
matter, the things that will endure—love and justice and honesty and peace and God. You and 
I need to raise our eyes and look at the stars more and more, Bill, as we face a future which 
appears so uncertain.” 


The physician grasped his friend by the arm and slowly turned toward home. 


The sense of weariness had gone. 


in 
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ANNUAL MEETING 
May 19, 20, 21 
Columbia 


When it became know that the annual meet- 
ing could not be held at Myrtle Beach, invita- 
tions were extended to the South Carolina 
Medical Association to hold its sessions in 
Columbia and in Greenville. In view of the 
fact that Columbia had first extended her in- 
vitation last spring and that the 1941 meeting 
had been held in Greenville. the Council de- 
cided to accept the gracious invitation of the 
Columbia Medical Society and the meeting 
will be held in that city on the days already 
chosen—May 19, 20, 21. 

Under the leadership of the President of 
the Society, Dr. F. Ki. Zemp, the physicians 
of Columbia have already made big strides in 
their plans. The following chairmen of com- 
mittees have been selected: 

General Chairman—Dr. G. T. McCutchen 

Commercial Exhibits—Dr. C. G. Spivey 

Kntertainment—Dr. Wm. Weston, Jr. 

Registration and Badges—Dr. W. A. Hart 

Finances—Dr. M. \W. Cheatham 

Program—Dr. N. B. Heyward 

Banquet—Dr. F. FE. Zemp 

Ladies Kntertainment—Dr. ‘T. D. Dotherer 

Other chairmen will be selected and the list 
of all chairmen and committee members will 
he printed in the official program. 

The Columbia Hotel will be the headquarters 
of the convention. 

Under the direction of the Scientific Com- 
mittee, Dr. N. Bb. Heyward, Chairman, the 
program is being rounded into final shape. At 
the present time, plans call for the following: 


Tuesday, May 19th 


10:30 a. m.—Meeting of Council 
3:00 p. m.—House of Delegates called to 
order 
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Wednesday, May 20th 


9:00 a. m.—Session opens 

11:00 a. m.—Report of Memorial Committee 

11:30 a. m.—President’s Address 

12:00 noon—Address—Dr. Halsey Barker, 
Associate Professor of Medicine, Johns 
Hopkins Medical School. Subject: The 
Sulfonamides 

1:00 p. m. Alumni Luncheon 

2:30 p. m. Address—Lt. Col. David Grant, 
Chief Medical Officer, Army Air Corps 

4:00 p. m.—The Question Box—Dr. N. B. 
Heyward, presiding. 

(This is a new feature which is being in- 
troduced this year for the first time. Eight 
specialists, outstanding in their respective 
fields, will be seated upon the rostrum and 
will attempt to answer any and all questions 
thrown at them by those in the audience. The 
questions must be specific and the answers 
will be brief. It is hoped that physicians will 
avail themselves of this opportunity to secure 
answers to major or minor problems which 
they have experienced in their practice. ) 

8:00 p. m.—Annual Banquet for members 
and their wives 

Address—Brig. General Lewis 1. Hershey, 
Director of Selective Service. 


Thursday, May 21st 


9:30 Session opens 

During the morning session two invited 
guests will deliver addresses. 

1:00 p. m. —Adjournment. 

In addition to the addresses listed above, 
papers will be presented by members of the 
Association. 

With such a program, it is hoped that all 
members of the Association will plan to attend 
every session of the Annual Meeting. 
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OFFICERS OF THE COUNTY MEDICAL SOCIETIES 


Abbeville County Medical Society 


Dr. L. Mabry, Abbeville, President 
Dr. <A. Poliakoff, Abbeville, Secretary- 
‘Treasurer 


Aiken County Medical Society 
Dr. H. T. Hall, Aiken, President 
Dr. T. G. Brooks, Aiken, Secretary-Treasurer 
Allendale County Medical Society 
Dr. W. R. Tuten, Fairfax, President 
Dr. W. H. Breeland, Allendale, Vice President 
Dr. A. Bb. Preacher, Allendale, Seeretary- 
Treasurer 
Anderson County Medical Society 
Dr. S. H. Haddock, Anderson, President 
Dr. C. H. Burton, Iva, Vice President 
Dr. Ned Camp, Anderson, Secretary-Treasurer 
Beaufort County Medical Society 
Dr. W. A. Black. Beaufort, Secretary-Treasurer 
Berkeley County Medical Society 
Dr. J. N. Walsh, Moncks Corner, 
‘Treasurer 
Charleston (Medical Society of the State of S.C.) 
Dr. F. G. Cain, Charleston, President 
Dr. W. M. Rhett, Charleston, Vice President 
Dr. Robert Wilson, Charleston, Secretary 
‘Treasurer 
Cherokee County Medical Society 
Dr. J. N. Nesbitt, Gaffney, President 
Dr. J. P. Thomas, Gaffney, Vice President 
Dr. J. H. Catheart, Gaffney, Secretary-Treasurer 
Chester County Medical Society 
Dr. J. B. Floyd, Great Falls, President 
Dr. W. J. Henry, Chester, Vice President 
Dr. R. D. Hicks, Chester, Secretary-Treasurer 
Chesterfield County Medical Society 
Dr. J. P. Harrison, Cheraw, President 
Dr. D. C. Griggs. Pageland, Vice President 
Dr. W. Perry, Chesterfield, Secretary 
Treasurer 
Colleton County Medical Society 
Dr. lL. M. Stokes, Walterboro, President 
Dr. J. W. Chapman. Walterboro, Secretary 
Treasurer 
Columbia Medical Society (Richland) 
Dr. F. EK. Zemp, Columbia, President 
Dr. G. T. MeCutchen, Columbia, Vice President 
Dr. R. B. MeNulty, Columbia, Secretary 
Dr. W. A. Hart, Columbia, Treasurer 
Darlington County Medical Society 
Dr. M. L.. Townsend, Society Hill, President 
Dr. J. M. Willcox, Darlington, Vice President 
Dr. W. A. Carrigan, Society Hill, Secretary 
Dr. Kk. H. Kinh, Hartsville, Treasurer 
Dillon County Medical Society 
Dr. B. F. Hardy, Dillon, President 
Dr. S. C. Henslee, Dillon, Secretary-Treasurer 
Dorchester County Medical Society 


Secretary 


Dr. A. S. Behling, St. George. President 

Dr. A. R. Johnston, St. George, Secretary- 
Treasurer 

Edisto Medical Society (Bamberg, Calhoun, Orange- 

burg) 

Dr. A. W. Lowman, Denmark, President 

Dr. W. O. Whetsell, Orangeburg, Secretary- 
Treasurer 


Florence County Medical Society 

Dr. J. T. Howell, Florence, President 

Dr. W. H. Poston, Pamplico, Vice President 

Dr. Henry Herbert, Florence, Secretary-Treasurer 
Greenville County Medical Society 

Dr. J. Warren White, Greenville, President 

Dr. Gertrude Holmes, Greenville. Secretary 

Dr. Thomas Furman, Greenville, Treasurer 


Greenwood County Medical Society y 
Dr. C. H. Workman, McCormick, President 
Dr. W. A. Simpson, Greenwood, Vice President 
Dr. W. C. Alston, Jr. Greenwood, Secretary- 
‘Treasurer 
Hampton County Medical Society 
Dr. B. R. Johnston, Estill, Secretary 
Horry County Medical Society 
Dr. J. A. Sasser, Conway, President 
Dr. Paul Sasser, Conway, Secretary-Treasurer 
Kershaw County Medical Society 
Dr. A. M. Brailsford, Camden, President 
Dr. A. B. Whitaker, Camden, Vice President 
Dr. FF. G. Shaw, Camden, Secretary-Treasurer 
lee County Medical Society 
Dr. If. A. Blanchard, Bishopville, President 
Dr. A. Nimmons, Bishopville, Secretary 
‘Treasurer 
lancaster County Medical Society 
Dr. W. C. Carnes, Lancaster, President 
Dr. J. C. Harris, Lancaster, Secretary-Treasurer 
l.aurens County Medical Society 
Dr. M. B. Nickles, Laurens, President 
Dr. H. M. Rutledge, Laurens, Vice President 
Dr. J. L. Fennell, Waterloo, Secretary-Treasurer 
Lexington County Medical Society 
Dr. D. S. Keisler, Leesville, President 
Dr. Karl Able, Leesville. Vice President 
Dr. J. H. Mathias, Lexington, Secretary ‘Treasurer 
Marion County Medical Society 
Dr. H. S. Gilmore, Nichols, President 
Dr. J. P. Cain, Mullins, Secretary-Treasurer 
Marlboro County Medical Society 
Dr. J. K. Owens, Bennettsville, President 
Dr. Margaret Buckner, McColl, Vice President 
Dr. T. Smith, Bennettsville, Secretary- 
Treasurer 
Newberry County Medical Society 
Dr. Hugh Senn, Newberry, President 
Dr. V. A. Long, Prosperity, Vice President 
Dr. J. C. Sease, Newberry, Secretary-Treasurer 
Oconee County Medical Society 
Dr. G C. Sheppard, Seneca, President 


Dr. T. G. Hall, Westminster, Vice President 
Dr. R. VF. Zeigler, Seneca, Secretary-Treasurer 


Pickens County Medical Society 
Dr. J. L. Valley, Pickens, President 
Ridge Medical Society (Saluda, Edgefield) 
Dr. W. T. Gibson, Batesburg, President 
Dr. T. K. Fairey, Johnston, Secretary-Treasurer 
Spartanburg County Medical Society 
Dr. D. L. Smith, Jr., Spartanburg, President 
Dr. Howard Walker, Spartanburg Vice President 
Dr. Wm. T. Hendrix. Spartanburg, Secretary- 
Treasurer 
Sumter County Medical Society 
Dr. W. J. Snyder, Jr.. Sumter, President 
Dr. N. O. Kaddy, Sumter, Vice President 
Dr. J. R. Dunn, Sumter, Secretary-Treasurer 
Union County Medical Society 
Dr. A. P. McElroy, Union, President 
Dr. P. K. Switzer, Union, Vice President 
Dr. F. P. Salley, Union, Secretary-Treasurer 
Williamsburg County Medical Society 
Dr. O. F. Hogan, Greeleyville, President 
Dr. B. M. Montgomery. Kingstree, Secretary 
Treasurer 
York County Medical Society 


Dr. FE. E. Strong, York, President 
Dr. T. N. Dulin, Clover, Vice President 


Dr. N. G. Quantz, Rock Hill, Secretary-Treasurer 
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PRACTITIONER’S PAGE 


This page is devoted to the everyday problems of the physician in practice. Members of the Association are urged to 
suggest subjects for articles which they desire discussed. Members are also urged to submit questions. Each question 
will be referred to some physician who is qualified to make answer, and if the question involves a subject of general in- 


terest, the answer will be printed. 


NIACIN 
Roe I. Remington, Ph.D., D.Se. 
Professor of Nutrition 
Medical College of the State of South Carolina 


The pellagra-preventive vitamin, called PP 
by Goldberger, and identified as nicotinic acid 
or nicotinic acid amide by Elvehjem, has now 
heen renamed niacin to avoid the popular ob 
jection to anything that sounds like nicotine. 

Given in adequate amounts, the pure sub 
stance has produced dramatic recoveries from 
the clearly defined symptoms of pellagra, viz 

—dermatitis, digestive disturbances — usually 

manifest on diarrhoea, and mental disturbances 
leading to dementia. Most authorities, how- 
ever, have now taken the common-sense view 
that since pellagra is a deficiency disease, and 
ordinary diets lacking in niacin are always 
and inevitably deficient in other factors of the 
B-complex such as thiamin, riboflavin, pyri- 
doxin, and pantothenic acid, a continuing con- 
trol of pellagra, or even a complete remission 
of all symptoms, cannot be obtained by giving 
niacin alone. For the prompt relief of acute 
and distressing symptoms it is used to ad- 
vantage in pure form, but should be ac- 
companied or followed as soon as practical by 
either a correction of diet so as to provide ade- 
quate amounts of all the B vitamins, or by the 
prescription of [}-complex concentrates. Large 
doses of niacin produce a transient flushing 
and burning of the skin which may be pain- 
ful, but this effect is less pronounced if it is 
taken at meal-time. 

The standard daily allowance to maintain 
health has been set at 15 to 23 milligrams for 
an adult, children 4 to 20 milligrams accord- 
ing to age and sex. These figures may be re- 
vised as time progresses, since this is one of 
the more recently identified members of the 
vitamin family. Like all the other vitamins of 
the B-complex, excretion follows ingestion: 
i. e. the vitamin is not stored and should be 
provided daily. 


Clinical laboratory tests have been developed, 
whereby the niacin content of blood or urine 
can be measured, but the very rapidity of 
excretion makes such tests more indicative of 
the intake for that particular day than of 
the state of the patient. Tests indicating the 
percentage of a given dose retained under 
standardized dietary treatment would be more 
illuminating. For the present, the well-known 
indicia of pellagra, and the reaction of the 
patient to medication with niacin are of greater 
diagnostic value than any laboratory test. 

For the long time handling of pellagra, the 
economic status of the patient is the chief 
difficulty, since it is usually a disease of 
poverty. Diets that are well supplied with lean 
meats, eggs, and milk provide a fully adequate 
amount of niacin but are beyond the means 
of many persons, Increased use of peanuts 
and edible soy beans should he encouraged. 
The use of “enriched” flour and bread, com- 
pulsory in South Carolina after August 1, 
1942, will add materially to the niacin supply 
of low-cost diets. 


REEVES DRUG CO. 
Just What The Doctor Orders 
139 S. Dargan St. 


Phone 123 Florence, 8. C. 
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RHEM’S DRUG STORE 
WE FOLLOW THE 
DOCTOR’S ORDERS 

505 W. Palmetto 


Phone 278 Florence, 8. C. 
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SOUTH CAROLINIANA 


J. I. WARING, M.D., CHARLESTON, S. C. 


SULFAPYRIDINE AND SULFATHIAZOLE THERAPY 
IN LOBAR PNEUMONIA, BY W. H. KELLEY. 
CHARLESTON, souTH. M. J. 35:203, 
FEBRUARY, 1942. 

A careful study of a large group of cases of 
lobar pneumonia, with evidence to indicate 
that in treatment sulfathiazole possesses cer- 
tain advantages over sulfapyridine. Nausea 
and vomiting were far less frequent with sul- 
fathiazole, and blood levels were better main- 
tained. Serum therapy was found useful in 
cases in which the drugs failed to produce 
improvement. 


TREATMENT OF 
THIRD OF THE 


FRACTURES OF THE LOWER 
HUMERUS, BY F. A, HOSHALL. 
CHARLESTON, souTH, M. J. 34:1152, 
NOVEMBER, 1941. 

The author concludes that: “1. All supra- 
condylar fractures with displacement should 
be immobilized in a shoulder spica, as the sag- 
ging of an arm cast will cause posterior dis- 
placement after reduction, 2. Conservative 
treatment of fractures of the distal third of the 
shaft, supracondylar and T or intercondylar, 
by means of the Steinmann pin and shoulder 
spica, gives gratifying results. 3. If a pin 
through the olecranon does not give a satis- 
factory result, it will not interfere with a 
further operative procedure. 4. All displaced 
medial and lateral condylar fractures require 

open reduction.” 


BILATERAL TUBAL PREGNANCY, BY M. E. COX 
AND MATTHEW STEINBERG, CHARLESTON. AM. 
J. OF OBST, AND GYNC. 43:120, JANUARY, 1942. 

A case report of a rare condition found at 


operation. 


THE MARINE HOSPITALS OF CHARLESTON, BY 
J. 1. WARING. CHARLESTON, BULL. OF THE 
HISTORY OF MEDICINE 10:651, pEcEMBER, 1941. 

An account of the several hospitals of 
Charleston which cared for mariners, and more 
particularly a history of the old but most re- 
cent marine hospital designed by Robert Mills 
and in part still standing. 


INTESTINAL PERFORATION FROM INGESTED FISH- 
BONE, BY G. H. BUNCH, A. F. BURNSIDE, AND 
I. J. BRANNON, COLUMBIA, AM. J. OF SURG. 
55:169, January, 1942 

A thorough discussion of the fate of the 
fishbone in the human body, and five cases in 
which the ingestion of bones resulted in per- 
foration of the intestine. 


THLE PRINCIPLE OF TRACTION IN) THE 
MENT OF URETEROLITILIASIS, BY R. P. 
SPARTANBURG, J. 


TREAT- 
FINNEY. 
A. M. A. 117:2129, pECEMBER 

20, 1941. 

Dr. Finney finds the ureter very uncoopera- 
tive and ureteral forceps very unsatisfactory. 
By lassoing a calculus with a ureteral catheter 
equipped with a loop of silk suture and a wire 


stilet, he has achieved 94% success. 


THE TECHNIC OF 
IN THE SOUTH 


INDUCED MALARIA AS 
CAROLINA STATE HOSPITAL, BY 
MAYNE, BRUCE AND YOUNG, M. D. VENERAI 
DISEASE INFORM, 22:271, aucust, 1941. 
A description of the details of the method. 
Quartan malaria is the choice type and 15 to 


USED 


20 paroxysms are desirable for the treatment 
of neurosyphilis. 


SODOKU-RAT-BITE FEVER, BY BEACH, M. W. AND 
KAVENEL, B. O. CHARLESTON. ARCH, OF 
58:685, 1941. 
Report of a case in an infant, age 5 weeks, 
in Charleston who was treated successfully 
with sulfarsphenamine. 


PEDI- 
NOVEMBER, 


AN ATTEMPT TO CORRECT ASYMMETRY 
LENGTH BY ROENTGEN IRRADIATION, BY JUDY, 
W. S. GREENVILLE. AM. J. ROENTGENOLOGY 
46 :237, aucust, 1941, 

The author attempted to retard growth of 
the sound leg by radiation of the epiphyseal 
lines at the knee. indicates that 
growth is deterred by such treatment. Cases are 

reported, 


IN LEG 


evidence 


i 
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STRAY RADIATION UNDER ACTUAL CONDITIONS, 
BY TAFT, R. B. CHARLESTON. AM. J. ROENTGEN- 
OLOGY 46:373, SEPTEMBER, 1941. 

Dr. Taft used an ionization chamber to de- 
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tect wandering rays, and concludes comfortably 
that in a modern and carefully conducted 
laboratory, no one should receive harmful 
radiation. 


SOCIETY REPORTS 


Eighth District Medical Association. The 
annual meeting was held in Denmark on 
Kebruary 25th. The scientific program con- 
sisted of the following papers: Cervical 
Arthritis—Dr. W. R. Mead, Florence, S. C., 
Tomography — Dr. Augusta KE. Willis, 
Orangeburg, S. ©., Chemical Warfare—Col. 
Ragner KE. Johnson, Fort Jackson, S. C. 
During the dinner brief talks were made by 
the officers of the State Association, Dr. 
Gi. M. Truluek, President, Dr. T. A. Pitts, 
President-Elect and Dr. J. P. Price, Secre- 
tary. 


Greenville County Society. Regular meet- 
ing Mareh 9th. Dr. F. P. Coleman of Columbia 
spoke on Surgical Problems in Tuberculosis, 
Dr. R. Kyle Brown of Greenville on Diag- 
nosis of Tuberculosis. Members of the Board 
of Directors of Hopewell Tuberculosis As- 
sociation were present. 


Medical Society of South Carolina 
(Charleston). At the meeting on February 
24th a scientific program on Immunization 
was presented as follows: Immunization in 
Childhood—Dr. William J. Ball; Immuni- 
zation in Tropical Diseases—Dr. Francis B. 
Johnson; Typhoid Prophylaxis — Dr. Leon 
Banov. Dr. H. R. Pratt-Thomas of the Medi- 
cal College Faculty, was elected to member- 
ship in the Society. 

At the meeting on March 10th Dr. Robert 
Wilson, Jr. made a few remarks on Civilian 
Defense Medical Service. An illustrated talk 
on Electrocardiographie Interpretation was 
given by Dr. John A. Boone of the Medical 
College Faculty. 


Chester County Medical Society. The 
Society held its monthly meeting on Mareh 
3rd, in the Pryor Hospital. Dr. V. P. Patter- 
son was in charge of the program. Dr. T. A. 
Pitts of Columbia gave a talk on Caneer 
Paliation. Dr. Hinson of Roek Hill, Dr. 
Williams of Columbia and Dr. Edward Wells 
were guests at the meeting. Dr. J. B. Floyd 
of Great Falls presided. 


Columbia Medical Society. Dr. Kdward B. 
Sheenan of Boston, Mass., spoke at the 
regular meeting on March 19th, his subject 
Cancer of the Cervix. Dr. W. Masters 
spoke on the uses of the chick embryo as a 
culture mediar. Dr. William Weston, Sr. 
was the recipient of a silver platter and 
seroll presented by the Medical Society. 


Chesterfield County Medical Society. Dr. 
Graham Reid of Charlotte was the guest 
speaker at the March meeting held in Page- 
land. 


ESTES SURGICAL 
SUPPLY COMPANY 


Phone WAlInut 1700-1701 
56 Auburn Avenue 


_ ATLANTA, GA. 
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Pathological Conference, Medical College of the State 
of South Carolina 
KENNETH M. LYNCH. M. D., PROFESSOR OF PATHOLOGY 


Case of Drs. Robert Wilson, Jr., and 
Kdward I. Parker 


ABSTRACT NO. 458 


Present Ilness: Twenty-nine year old white man 
admitted to hospital on 8-15-41 with chief complaint 
of “headaches and vomiting.” The headaches, ap- 
parently generalized had existed for two years, and 
had increased in severity during the several months 
prior to admission. Had to give up his job as 
mechanic in iceplant. Had a “rising” or furuncle 
of left leg in January, 1941 which was followed by 
left inguinal lymphadenopathy. Furuncle promptly 
healed after draining pus. Mass in inguinal region 
failed to respond to sulfanilamide. Nausea and 
vomiting began several weeks before admission. 
Two attacks of unconsciousness in June, 1941. Be- 
gan to complain of intermittent numbness and 
tingling of left arm and right leg. Lost 40-50 
pounds in weight. 

Physical Examination: B. P. 140 /90. 

Showed a well developed and nourished young 
man, apparently in considerable pain. Memory and 
orientation apparently normal. Motor and auditory 
speech normal. Pupils dilated (hematropine.) Mark- 
ed choking of both discs. Vision grossly normal. 
Neck stiff. Tongue protruded in mid-line. Small 
tumor, within the skin of left side of neck, rounded. 
mould with skin, non-tender. Lungs and heart nor- 
mal. No abdominal organs palpable. Healed right 
rectus incision. Firm, irregular, non-tender mass 
about 8 cm. in diameter above left inguinal liga- 
ment. Left inguinal lymph nodes moderately en- 
larged, firm, discrete, non-tender. Scar on _ lateral 
aspect of lower portion of left leg. No pathological! 
reflexes or remarkable neurologic changes. 

Laboratory Data: WBC 9500. Pmn. 71%. Hb. 
14 gms. 

Urinalysis showed 8-10 WBC /HPF and 2 plus 
hyaline and fine granular casts. Blood and_ spinal 
fluid and Wassermann—negative. 8-16-41: Spinal 
fluid pressure 600 mm. plus water 12 cc. removed. 
Closing pressure 150 mm. Cell count 2. Total Pro- 
tein 135 mg. 8-20-41: Cisternal puncture—Initial 
pressure—100 mm. water. Flow slow. Very slightly 
Xanthochronic. Cell count 16. Lymph 95. Polys 5. 
RBC—about 215 / cu. mm. 

Course: Remained stuporous most of the time. 
Headaches continued. Became comatose on 8-19-41 
and remained so, ceasing to breath suddenly on 
8-20-41. Heart continued to beat for short time 
after respirations ceased. 

Student W. R. Tuten, Jr. (Presenting): There 


are a few additional facts that may be added to the 


protocol. This patient was in another hospital two 
weeks prior to his admission here and a biopsy of 
the inguinal nodes on the left showed “adenocarci- 
noma.” This information was obtained from a 
relative of the patient. Another biopsy was per- 
formed here on 8-19-41. He became comatose on 
the same day and did not live long after that. 

Dr. Wilson (Conducting): Mr. Marett, suppose 
you start the discussion and give your opinion of 
the case. 

Student Marett: | think the first things to think 
about is the increased intracranial pressure which is 
definitely indicated by the persistent headaches of 
two days duration. Nausea and vomiting and the 
increased spinal fluid pressure. All this points to 
an intracranial space consuming mass. Although 
there is evidence of some intracranial mass, what 
the mass is is another thing. We ought to consider 
brain tumor or brain abscess or both. 

Dr. Wilson: Can you differentiate between the 
two and localize either one or the other? 

Student Marett: Both of them may give similar 
symptoms. As far as localizing the mass goes, | 
cannot progress very far. There are no pathological 
reflexes and no neurological changes that might give 
us a clue. The numbness in the left arm an leg 
may be a hint, but it is certainly very little to go on. 
It may be a so-called “silent tumor.” Tumors in the 
frontal lobes, in the right temporal lobe, and those 
meningeal tumors which grow slowly and_ press 
slightly on the cerebral cortex so that other por 
tions of the brain partially take over the impaired 
function and thus produce no definite signs, are 
all possibilities. 

Dr. Wilson: Your diagnosis then is some type of 
brain tumor. Do you think he had this tumor for 
two years? 

Student Marett: Yes sir, | think so. 

Dr. Wilson: Do you think it was a primary or 
secondary tumor? 

Student Marett: That is another question I do 
not know. 4% of brain tumors are primary. 

Dr. Wilson: And 96% secondary ? 

Student Marett: I believe | read that last night 
somewhere (laughter). 

Dr. Wilson: What do you make of the previous 
history of the mass in the right inguinal region? 

Student Marett: I think this may be explained by 
the furuncle on the leg with subsequent adenitis. 

Dr. Wilson: You think it was an infectious mass 
-an infectious type of lymphadenitis? 

Student Marctt: Yes sir, an infectious type. 

Dr. Wilson: What was the mass exactly? 

Student Marett: Just enlarged lymph nodes. 
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Dr. Wilson: What lymph nodes? 

Student Marett: Possibly the mesenteric nodes. 

Dr. Wilson: Do you think this had any connection 
with the brain tumor? 

Student Marett: There must be some relation- 
ship, but I cannot tie the two together. I would 
certainly expect the lesions in the brain to be 
secondary from the lymph nodes and not vice versa. 

Dr. Wilson: One more question, Mr. Marett, can 
you localize this tumor? 

Student Marett: It was apparently 
about the brain stem. 

Dr. Wilson: Could it have been in the brain stem? 
Student Marett: Yes, sir. 

Dr. Wilson: Wouldn't there have been motor dis- 
turbances if it had been in the brain stem? 

Student Marett: I think it could have been in the 
brain stem without motor disturbances. 

Dr. Wilson: What did the patient die of? 

Student Marett: From pressure on the respiratory 
center in the brain stem. 

Dr. Wilson: Mr. Powe, in 
differ with Mr. Marett? 

Student Powe: | do not see any definite way of 
localizing this tumor and | am not sure that it had 
been present for two years. It certainly could not 
have been very malignant, and have lasted that 
long. Perhaps the initial headaches were due to 
something else. 

Dr. Wilson: By what route could adenocarcinoma 
of the inguinal region get to the brain? 

Student Powe: It would have traveled by means 
of the blood stream. Cells get into the thoracic duct 
and from there into the general circulation. 

Dr. Wilson: Should there have been evidence of 
a lung tumor before the cerebral manifestations be- 
came apparent ? 

Student Powe: | do not know. | think the presence 
of a small tumor in the lung might not have showed 
up. 

Dr. Wilson: Nothing was found in the lung. You 
think then this man had a primary malignant brain 
tumor? 


somewhere 


what ways do you 


Student Powe: | would rather not commit myself. 


Dr. Wilson: What do you think the mass in the 
abdomen had to do with it? 

Student Powe: | do not know, unless the tumor 
of the inguinal nodes had extended to involve some 
intra-abdominal structure. 

Dr. Wilson: Mr. Herbert, what do you think 
about this? | think the diagnosis of brain tumor is 
well established and I assume that you agree with 
this. How could you go about localizing it? 

Student Herbert: | think there must have been 
some blockage of the spinal fluid circulation about 
the cerebellar pontine angle. This is suggested by 
the fact that the man died suddenly from respiratory 
failure and also by the rapid and marked fall in 
the spinal fluid pressure brought about by the re- 
moval of such a small quantity of fluid. | do not 
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believe it could have been within the brain stem for 
two years duration. 

Dr. Wilson: Was the tumor primary or secondary ? 

Student Herbert: I do not know. With a positive 
biopsy for tumor from the inguinal glands, it cer- 
tainly follows that the abdominal mass is due to 
further regional metastases, but what this had to do 
with the brain | do not know. 

Dr. Wilson: Mr. J. J. Stokes, how would you go 
about localizing the brain tumor? 

Student Stokes: We do not have any localizing 
symptoms at all. I think all the symptoms can be 
explained on the basis of increased intracranial pres- 
sure alone. 

Dr. Wilson: Mr. Snoddy, how do you explain the 
two attacks of unconsciousness that he had? 

Student Snoddy: I think that increased intra- 
cranial pressure will cause. unconsciousness. There 
also may be irritation of portions of the brain ad- 
jacent to the tumor with consciousness. 
Hemorrhage and necrosis within the tumor can 
produce suddent fluctuations in the intracranial pres- 
sure also. 

Dr. Wilson: It was extremely difficult to get a 
consistent history from the man, because he was 
suffering intensely when he came to the hospital. 
Dr. Parker do you have anything to say? 

Dr. Parker: | would like to ask Mr. Mood, that 
granting it was adenocarcinoma in the inguinal 
lymph nodes, where does he think it came from? 


loss of 


Student Mood: The rectum is the only possibility 
that occurs to me. 


Dr. Parker: Does adenocarcinoma 
lower extremities ? 
Student Mood: | 


Dr. Wilson: Dr. Parker and | were not satisfied 
with the diagnosis of “adenocarcinoma” and Dr. 
Parker periormed another biopsy on the iliac lymph 
nodes and he noted crisp gray tissue showing many 
blackened areas which he suspected to be melanoma 
and which the pathological report proved. 

Dr. Pratt-Thomas (Presenting gross specimen) : 
This case was presented because it teaches a definite 
lesson. This man had a malignant melanoma in 
volving the fronto-parietal region on the right. Here 
you see the ragged cystic cavity containing clot 
and necrotic tumor tissue containing deposits of 
black pigment. It was so situated as to be relatively 
“silent”, although as you see the adjacent brain 
tissue posterior and medial to the tumor is begin 
ning to show some yellowish softening and _ this 
would have eventually involved the basal ganglia 
and internal capsule. There was massive fresh hemor- 
rhage within the tumor at the time of autopsy and 
this may have been the immediate cause of this 
man’s death at that particular time as it would un- 
doubtedly ‘further increase the already high  in- 
tracranial pressure. 

Of course, this is a metastatic lesion and it un- 
doubtedly had its origin from an infected mole or 


occur in the 


don't believe it does. 
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nevus on his leg, although the histologic evidence 
ior this is now quite scant. The mass within the 
abdomen was of course the enlarged chain of iliac 
nodes on the left due to the metastasis of the 
malignant melanoma from its original site on the 
leg. 

(Demonstrating slides by  micropropection)— 
Ilere you see a_ section through the scar of the 
“healed furuncle” and all we can find of the original 
tumor is a small group of nevus cells within the 
dermis. These cells on close examination, however, 
show some multinucleated and  hyperchromatic 
forms and there is a suggestion of invasion of the 
overlying epithelium. You could not make a diag- 
nosis of malignancy on this alone however. Here 
you see a foreign body giant cell, no doubt a relic 
of the inflammatory process. Now it stands to 
reason that the original tumor cells were destroped 
by the inflammatory process, so as to leave scarcely 
any trace. Whether or not the inflammatory process 
was itself the exciting factor for malignant change 
in this nevus is problematical. 

It does again emphasize however that one has 
to be wary of any mole which shows evidence of 
irritation or unusual growth. 
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Drs. L. G. Goldsmith, Lonita Boggs and 
Gertrude Holmes attended the New Orleans 
Graduate Medical Assembly, March 2-5. 


WAR OR NO WAR— 


Depression or no depression, in good times and 
in bad, Mead Johnson & Company are keeping the 
faith with the medical profession. Mead Products 
are not advertised to the public. If you approve this 
policy, please specify Mead's. 


> We cooperate with the physicians at 
all times 
HUNLEY’S DRUG 


STORE 


286 King St. Charleston, 8. C. 
Telephone 5541 


q 
q 


TRADE MARK 


Delicious and 
Refreshing 


4 


Pause at the familiar red cooler for ice-cold Coca-Cola. Its life, sparkle 
and delicious taste will give you the real meaning of refreshment. 
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AROUND THE STATE 


Effort will be made to secure and publish news concerning the activities of individual physicians, and of the various medi- 
cal societies of the state. Members of the Association, and especially secretaries of county societies, are urged to send in 
news items to the Editor. 


DEATHS and writer and was awarded the degree of 
LID. by Newberry College. In addition to 
Dr. Thomas Hiller Dreher of St. Matthews his work as physician and editor he was active 
died on March 1. Born in 1861 in Lexington — jn religious and civic enterprises. Dr. Dreher 
County Dr. Dreher took his academic work at js survived by his widow. 
Newberry College and his medical work at 
the College of Physicians and Surgeons in Dr. Rembert EE. Broadway of Summerton, 
Baltimore. [He located in St. Matthews in 1892 S. C., died at the ‘Tuomey Hospital in Sumter. 
and practiced medicine there until the time of — Born in 1883, Dr. Broadway received his medi- 
nis death. cal education at the Medical College in Charles- 
In 1920 Dr, Dreher became editor of the — ton and was graduated in 1911. For the past 
Calhoun Times and held this position through — few years he has been engaged in the practice 
the years. He was widely known as a student = of medicine in Summerton. 


Burwell © Dunn Company 


CHARLOTTE, N. C. 


WHOLESALE DRUGGISTS 
and 


MANUFACTURING PHARMACISTS 


ESTABLISHED IN 1887 
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WOMAN’S AUXILIARY 


SOUTH CAROLINA MEDICAL ASSOCIATION 


President 
Mrs. Richard M. Pollitzer 
Greenville, S. C. 


Publicity Secretary 
Mrs. W. H. Lyday 
Greenville, S. © 


JANE TODD CRAWFORD 


In behalf of the memory of Jane ‘Todd 
Crawford, | bring greetings to the \Woman’s 
Auxiliary Of the South Carolina Medical As- 
sociation. What a privilege we have to keep 
before us as our ideal this heroic woman who 
was willing if necessary, to give her life for 
suffering womanhood. 

The Medical Auxiliary has presented three 
beds in memory of Jane Todd Crawford that 
‘These 
beds are appropriately marked and informa- 


are now in use in hospitals in the state. 


tion is at hand telling of the life of the woman 
in whose memory they were given, as well as 
her benefactor, whose skill and courage made 
possible her recovery. And, as we think of 
that remarkable surgeon we pause to thank 
the Great Physician who guided Jane ‘Todd 
Crawford and Dr. Ephriam McDowell to en- 
dure the great trial which has meant complete 
restoration to health for thousands of women 
since that memorable day, December 13, 1809. 
The Auxiliary members have been assessed 
twenty-five cents per member to go to the 
Jane ‘Todd Crawford fund. This fund is used 
to place one hospital bed each year in one of 
our smaller hospitals of the state. 
Mrs. R. D. Hill 
S. C. State Chairman 
Jane Todd Crawford Fund. 
‘The annual meeting will be held in Columbia, 


May 19-21, 


Mrs. Thomas Furman has assumed the of- 
fice of president of the Auxiliary to the Green- 
ville County Medical Society and Mrs. Irving 


S. Barksdale was named president-elect at 
the annual meeting of the organization held 
at the home of Mrs. R. M. Pollitzer. Other 
officers were also named at the meeting. 

Mrs. M. Nachman is first vice-president ; 
Mrs. R. M. Dacus, Jr., second vice-president ; 
Mrs. Kyle Brown, recording secretary; Mrs. 
J. W. MeLean, corresponding secretary ; Mrs. 
Perry Bates, treasurer, and Mrs. W. H. Powe, 
historian. 

Mrs. Nachman is the retiring president. 


A few more months and the members of 
the Woman’s Auxiliary the 
Medical will be arriving in 
Atlantic City, New Jersey, for their Annual 
Convention, June 8-12. 

Have you made your reservations? If not, 


American 
Association 


send your request at once to Haddon tall, 
Atlantic City, New Jersey. 


Mrs. W. B. Furman was reelected president 
of the Pickens County Medica! Auviliary at 
the annual business meeting held at the home 
of Mrs. J. W.. Potts. 

Other officers elected were Mrs. J. L. Valley 
of Pickens, Vice President; Mrs. J. HH. Cutchins 
of Kasley, Secretary; Mrs. J. P. Swords of 
Liberty, ‘Treasurer. 

Mrs. Valley had charge of the devotional, 
after which Mrs. J. W. Kitchin 
“Medical Care of Soldiers.” 

During the business session plans were made 
to entertain the Pickens County Medical As- 
sociation at a supper on “Doctor’s Day.” 
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TO OUR READERS 


The following corporations have agreed to advertise with us during the coming year. 


Please remember this when their representatives call upon vou, 


Allen’s Invalid Home 


American Optical Company 


Blackman Sanatorium 
Borden Company 
Broadoaks Sanatorium 


Burwell & Dunn Company 


Coca-Cola Company 
Cook County Graduate School of Medicine 


Corn Products Sales Company 


li Lilly and Company 


Kistes Surgical Supply Company 


Holland-Rantos Company 
Hunley’s Drug Store 


Hynson, Westcott & Dunning 


Mead Johnson & Company 


Nestle’s Milk Products, Inc. 


Parke-Davis & Company 
Petrogalar Laboratories 

Pinebluff Sanitarium 

Philip Morris & Company 
Powers & Anderson, Incorporated 


Physicians Casualty Association 


R. J. Reynolds Tobacco Company 
Reeves’ Drug Company 


Rhem’s Drug Store 


S. M. A. Corporation 
K. R. Squibb & Sons 


The Upjohn Company 


Wachtel’s Physician Supply Company 
Vesthbrook Sanatorium, Incorporated 
Winchester Surgical Supply Company 
Wine Advisory Board 

Winthrop Chemical Company 

John Wyeth & Brother 
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WACHTEL’S 


PHYSICIAN SUPPLY 
COMPANY 


WHOLESALE 


Physician and 


Hospital Supplies 


406-410 BULL ST. 


SAVANNAH, GA. 


Allen’s Invalid Home 


FOR THE TREATMENT OF 
NERVOUS AND MENTAL DISEASES 
GROUNDS 600 ACRES 
Buildings Brick Fireproof 
Comfortable Convenient 
Site high and healthful 


E. W. ALLEN, M.D., Department for Men 
H. D. ALLEN, M.D., Department for Women 
Terms Reasonable 


Established 1890 
Milledgeville, Ga. 


| 


invite attention 


I N AmMEkIcA TopAy, the wines of our 
‘ own country are used nine to one over 
foreign wines. 

specially favored are the wines of 
California. For the opinion of 
authorities qualified to speak, California 
is producing wines of outstanding 
quality, 

This quality begins with the grapes 
themselves. Kor example, in California’s 
700-mile vineyard belt there occurs a 
range of soils and climates in which the 
world’s finest wine grapes are grown. 
Somewhere in the state each grape variety 
finds its ideal setting and comes to per- 
fect ripeness each year. 

Just as essential, American wine-grow- 
ing skills and facilities have now ad- 
vanced over any before known in this 
country. Special methods of grape selec- 
tion, temperature control, and sanitation, 
continuing laboratory tests, and spotless 
modern equipment today aid the wine 
grower in the United States. 

In every way California wines con- 
form to the most rigid state and Federal 
standards of quality. All are well de- 
veloped. ‘True to type. 

And these fine wines are moderate in 
price — perhaps an important point to 
many people who now find wines of 
Kurope too expensive. 


This advertisement is printed 
by the wine growers of Cali- 
fornia acting through the Wine 
Advisory Board, 85 Second 
Street, San Francisco. The 
non-profit Wine Advisory 
Board invites your requests 
for further information about 
California wines. 
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